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PREFACE 



In July, 1988, at the request of the Director of the National 
Institute of Mental Health (NIHH). the Institute of Medicine (lOM) 
appointed a comnlttee to study the current stattts of rer^earch on child 
and adolescent mental disorders. The Inpetus for this study grew out 
of a series of conmunlcatlons , spanning several years, between the 
lOM's Board on Mental Health and Behavioral Medicine and officials of 
NIMH concerning the importance of this area of inquiry, the 
opporttinities for significant research advances in the field, the 
limited amount of funding currently available to support research, and 
the shortage of investigators committed to the field. 

The commission^ .g of this study is also an outgrowth of an earlier 
activity by the lOM Board leading to its 1985 report,. Regear«^h on 
Mental Illness and Addictiv e Disorders: Progress and Prospects * That 
report documented the enormous societal burden that mental disorders, 
alcoholism, and drug addictions impose « the substantial progress made 
recently in understanding and treating them, and the striking 
discrepancy between research opportunities and the level of federal 
investment in research. Coming at a propitious time, the report 
helped coalesce a number of efforts to strengthen the research 
endeavors in the Alcohol, Drug Abuse and Mental Health Administration 
(ADAMHA). 

The Board has continued to monitor informally the degree to which 
specific recommendations in its report were implemented. One of its 
key concltisions was that there was an especially conspicuous need for 
increased support for research related to mental disorders of infancy, 
childhood, and adolescence. The Board's interest in this area led the 
lOM Program Committee and Council in 1987 to emphasize the importance 
of "efforts to establish conditions for fostering productive research, 
particularly the training of clinician researchers and researchers in 
child mental health." 

In commissioning the current report, the Director of NIMH 
encouraged the committee to engage in a broad exploration of research 
on child and adolescent mental disorders. The committee was asked to 
provide illustrations of recent progress and to identify promising 
research opportunities. It was also mandated to review the policies 
and programs of NIMH In this area, to make explicit recommendations 
concerning how NIMH might engage in capacity-building for the 
development of a well- trained cadre of researchers, and to delineate 



Institute of Medicine. (1985). Research on mental illness and 
addictive disorders: Progress and prospects. American Journal of 
Psychiatry, 142 (7, Suppl.), 1-41. 



what resources would be needed to achieve sustained scientific 
progress. Because he wished to move ahead promptly with planning In 
this area, the Director asked the lOM to do this study on an 
abbreviated schedule and to provide an Interim report eight months 
after Inception of the study « 

The steering committee for this study was appointed In July, 1988. 
As is the custom for Institute of Medicine studies, the committee 
members came from a wide and diverse range of relevant disciplines and 
viewpoints. Among the committee members were basic and clinical 
researchers from child psychiatry, pediatrics, psychology, social 
work, developmental neurosclences, genetics, and epidemiology. The 
committee further broadened Its perspective in several ways. First, 
it appointed several task forces (whose members are listed in the 
Appendix) to augment its deliberations by preparing materials on key 
areas of concern. Second, it interviewed NIMH research and 
administrative personnel on several occasions, including a day-long 
site visit. Third, with the help of the lOM staff, it sent specific 
questions about research opportunities and barriers to a large number 
of individuals and organizations that are active or interested in 
child and adolescent mental disorders. 

The committee received nearly 100 written and oral responses from 
scholars and investigators in the field, representatives of major 
national professional organizations, chairpersons of departments of 
psychiatry and psychology, officers of private foundations that 
support research in this area, and public organizations and coalitions 
with an interest in mental health and child issues. These 
perspectives provided a rich and invigorating view of the child mental 
health field. 

A great many people made essential contributions to the work of 
the committee and its task forces. A number of these individuals are 
mentioned in the Acknowledgments. However, the success of this 
project depended ultimately on the capabilities and efforts of the 
Institute of Medicine staff. We are grateful to Dr. Samuel Thier, 
President of the Institute of Medicine, for his personal support and 
encouragement for this unusually fast spaced project. The study was 
supervised from its inception to its conclusion by Dr. Fred Solomon, 
Director of the Division of Mental Health and Behavioral Medicine and 
staff Director for the Board on Mental Health and Behavioral Medicine. 
The study director. Dr. Cleopatra Howard Caldwell, provided superb 
day-to-day organization of this complex activity. She was ably and 
tirelessly supported by Ms. Brenda Rohren, who served as research 
associate, and by Ms. Elizabeth Kltslnger, who produced the many draft 
manuscripts that eventually became this final report. 
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SUMMARY 



One-qviarter of the U.S. population is under age 18 » and at least 
12 percent of these children have a dlagnosable mental Illness. This 
report focuses on those 7.5 million children and on the field of child 
mental health, which examines the emotional, behavioral » and 
developmental disorders of this age group. It documents the progress 
being made In understanding, preventing, and creating such disorders, 
highlights some of the many promising opportunities for future 
research, and delineates critical resource requirements for advancing 
the field. 



BACKGROUND AND PROCEDURE 

The study was undertaken at the request of the Director of the 
National Institute of Mental Health (NIMH) . Both the NIMH and the 
Institute of Medicine's Board on Mental Health and Behavioral Medicine 
have been concerned about the severe limitations In personnel and 
other resources necessary not only to provide clinical services to 
children, but especially to provide the essential research base 
required to ensure continued progress In the imderstandlng and 
treatment of childhood mental disorders. The Director of NIMH asked 
the Institute of Medicine to establish a committee to: 

1. appraise current knowledge and are^s of recent research 
progress concerning children with persistent and disabling 
mental disorders; 

2. Identify promising research opportunities arising from 
advances In related fields; 

3. Identify areas of high research priority; 

4. consider unique challenges to researchers In this field; and 

5. rei'.der a '*capaclty-bulldlng*' plan for the development of 
personnel and resources needed to ensure a cadre of 
researchers In the future. Including an estimate of funding 
levels for areas of research, training mechanisms, and career 
development opportunities at NIMH. 

The NIMH Director asked the committee to focus on research relating 
primarily to dlagnosable ment;al disorders, rather than on broader 
Indicators of social dysfunction. Therefore, this report deals with 
phenomena such as drug abuse, teen pregnancy, and school drop-out 
mainly as consequences of or risk factors for developing mental 
disorders . 



The work of the committee was augmented by the activities of five 
task forces. Each was chaired by a member of the steering connittee 
and included additional scholars from diverse disciplines within the 
field of child rcs^ntal health. -Four of the task forces were organized 
around substantive research issues: classification, assessment, and 
epidemiology; causes and determinants of childhood mental disorders; 
treatment and preventive interventions; and intrinsic challenges to 
researchers. The task force on manpower and institutional supports 
was responsible for assessing personnel and funding needs related to 
research ca\^er development and stabilization in this area. 

The committee also consulted with other experts in the field, 
including investigators currently engaged tn basic and clinical 
research with children, chairpersons of departments of psychiatry and 
psychology, private foundations that support research in this area, 
and advocacy groups concerned with children's issues. Research and 
administrative personnel at NIMH were interviewed >n several occasions 
to determine current agency policies and procedur^j as well as funding 
of research, research training, and career development related to 
child mental health. 

Although the committee made a great effort to gather information 
from a number of experts, the conclusions and recommendations in this 
report represent a consensus of the committee itself. The report is 
not meant to be comprehensive, but rather to highlight some of the 
areas of childhood mental disorders in which significant research 
progress has been made and to delineate prerequisites for future 
advances. 



RESEARCH PROGRESS AND P'lnMISING OPPORTUNITIES 

The committee discovered a consistent pattern of both frustration 
and optimism among investigators in the many and diverse disciplines 
that constitute the child mental health research field. Whatever the 
specialty, distressingly few rasearch centers in the United States 
focus explicitly on severe mental disorders of children and 
adolescents. However, some such centers do exist, and others are 
struggling to establish themselves. Furthermore, numerous individuals 
are working alone or in small groups to advance important aspects of 
research on these disorders. Their progress has been heartening. 

Uncertainties still exist about what constitutes mental illness in 
children and how common these disorders are. Even so, marked progress 
is being made in developing objective, reliable methods of defining 
and identifying such disorders. The committee believes that 
significant progress is possible over the next few years in enhancing 
the precision and usefulness of diagnoses of childhood mental 
disorders, in identifying who is afflicted, and in assessing what kind 
of mental health services they receive and require, how they are being 
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served, and at what cost. Also laportant are studies of iov best to 
Integrate findings aboUt a child's ability to provide diagnostic 
Information and how best to Incorporate Information from other 
Informants such as parents, teachers, and clinical Interviewers. 

Because the child Is a developing organism, prospective 
longitudinal studies are likely to be crucial. Such studies enable 
Investigators to clarify connections between preclinical symptoms and 
subsequent disorders, between Identifiable risk factors and subsequent 
difficulties, and between biological and psychological or social 
Influences on the disease process. 

The ciHunlttee found that the child mental health field Is 
Increasingly committed to the formidable task of addressing the 
complexities Inherent In iinravellng the causes and determinants of 
childhood mental disorders. Over the past several decades. 
Investigators have garnered convincing evidence that a variety of 
biological, psychological, social, and environmental factors are 
Implicated as causal agents In specific mental disorders; For 
example, genetic factors have been Implicated In vulnerability to 
several disorders, such as Tourette's disorder, autism, and certain 
learning disabilities; biological Insults, such as physical Injury or 
exposure to toxins, may put children at risk for a number of 
behavioral disorders; and persistent psychosocial adversity, such as 
poverty, overt abuse or neglect, or disturbed family relationships. Is 
known to Increase the risk of mental Illness In children. Although 
the connections between child mental disorders and factors such as 
these are Increasingly accepted, much less is known about the 
underlying mechanisms. 

Advances in research technologies In the neurosclences and In the 
psychological and social sciences make such research far more 
feasible. For Instance, It Is now possible to study safely. In living 
children, aspects of brain architecture, ..^onents of brain 
electrical activity and metabolism, and even some substances known to 
be Important in brain function. The extraordinary progress in human 
genetics holds promise that those mental disorders of chlldhonri with a 
relatively simple genetic component soon may become amenable . 
study. Once an individual at risk for a specific mental dlso; t ..an 
be defined on the basis of a precise genetic marker, scientists yill 
be able to initiate a panoply of ground-breaking studies, 'ihese woul^:. 
include efforts to define the precise biological mechanisms Involved 
and careful studies of psychological and social factors that mitigate 
or exacerbate vulnerability to the disorder. 

Similarly, psychological and social scientists have made great 
jtrides in refining techniques for assessing cognitive function, 
individual and interpersonal behaviors, and even central elements of 
environmental influences. Instruments are being developed that will 
permit future studies to be more sensitive to multiple dimensions of 
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child behavior, such as competencies versus disabilities; various 
coaaunicatlve and social skills; and activation, resilience, and 
adaptive functioning* These instruMnts will make it possible to do 
the sophisticated studies that are still needed of social and 
environaental tactors, faaily interactions, and coananity resoiirces 
and their atillzation as these topics relate to childhood aental 
disorders* 

Finally, there is incr^iasing reason for cptlaism that »any of the 
najor childhood aental disorders are responsive to tr^atnent* Too 
often, available interventions can only reduce the level of disability 
rather than treat the underlying disorder; even so, such interventions 
can be of enormous benefit* Existing treataents are diverse and can 
occur at nany levels* Individual interventions include behavior 
therapy, dynaaic therapy, grotq> therapy, and drug therapies Other 
treataencs ar«t alaed at the faaily, such as parent training or faaily 
therapy, or at other settings, including schools, coaaunities, or 
legal systeas. Also crucial and in special need of facilitation is 
careful research on preventing aental disorders through early 
interventions in populations at risk. 

The proliferation of approaches makes it imperctive that 
researchers assess which treatments are most effective in which 
settings, examine possible useful conbinations of treatments for 
particular mental disorders, and explore how treatments can be applied 
most cost-effectively in various settings. 



OVERCOMING BARRIERS TO RESEARCH 

The committee found numerous intrinsic and extrinsic barriers that 
researchers must overcome to study childhood mental disorders* 
Intrinsic obstacles arise from the complex nature of normal human 
development and the ethical and pragmatic issues raised by research 
with infants and young children. Extrinsic barriers include the 
shortage of well- trained investigators, the paucity of institutional 
settings for child mental health research, and the lack of sustained 
funding for researchers. 

There is a continued, pervasive perception of childhood mental 
disorders as being too intractable to serve as appropriate targets for 
research. Furthermore, persons who are drawn to the problems of the 
young mentally ill often find it far easier to receive training in 
clinical care than to obtain needed research skills. The committee 
believes that the perception of futility is inconsistent with the 
readily demonstrable progress in the field and with the plentiful 
opportunities that exist in child mental health research. Child 
aental health researchers- -wherever they are located- -must take 
responsibility for promulgating a more optimistic perception of their 
field. Rapid, sustained improvements in research on child mental 
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disorders, however, hinge not only on changed perceptions, but also on 
the creation of adequate incentives and financial support for a 
vigorous expansion of child mental health research. 



A NATIONAL PIAN FOR NIMH- SPONSORED 
CHILD AND ADOLESCENT MENTAL DISORDERS RESEARCH 

Although several federal agencies support research on the 
eaotional and developmental difficuicicii of children, NIMH is the 
agency primarily responsible for fostering research and research 
training on mental health issues. For more than 20 years, the 
specific mental health concerns of children and adolescents have been 
described as a high priority at NIMH. Yet, it has not been as visible 
a leader in relation to child and adolescent mental disorders as it 
has been in relation to adult mental disorders. After reviewing 
NIMH's current programs relevant to childhood disorders, the committee 
concluded that NIMH can fulfill its leadarship role in this area by 
implementing a comprehensive plan to support and stimulate growth in 
the field of child mental health research. 

The national plan recommended by the committee focuses on three 
interrelated areas: developing viable careers in child mental health 
research; encouraging and supporting programmatic research at the 
frontiers of scientific inquiry; and enhancing NIMH's ability to 
provide sustained leadership in this area. This capacity-building 
plan will set the stage for a major expansion of this field of 
scientific inquiry. Four major recommendations serve as the 
cornerstones of the proposed national plan: 

1. NIMH should provide support and incentives at each stage of 
career development, including research training and career 
stability for an expanded pool of research scientists. 

2. NIMH should increase support for individual project, program 
project, and center grants. 

3. NIMH should increase funding for research in the areas of 
epidemiology; assessment, diagnosis, and treatment; prevention 
and special populations; services and systems of care; basic 
behavioral and social sciences; neurosciences; and the NIMH 
intramural research program. 

4. NIMH should establish an institute*wide consortium concerned 
with child and adolescent mental health research to implement 
this national plan. 



Reconnended Budget 



The coBBiittee was not asked to prioritize the child iiental health 
budget in relation to other areas of responsibility within the purview 
of NIMH. However, the conittee has nade a nuniber of recomendatiors 
to NIMH for the allocation of funds for career developaent, research 
training, and research in response to the request to describe the 
resources necessary for a national research initiative for child 
mental disorders. Figure S-1 suonarizes current and propo^^d funding 
for Years 1 and 5 of this nrtional plan in coiistant 1989 cl^illars. The 
committee proposes a phasing-in of expenditures, with an initial liurge 
of support to meet the mort pressing needs in the field. The emphasis 
in the first yeer would be on taking advantage of missed research 
opportunities in the child mental health field due to Uck ci funding, 
on building the infrastructure necessary for grow^^^ and especially on 
supporting research training and career development to ensure a cadre 
of researchers in the future. 

As part of the national plan, both viable academic research 
careers in child mental health and training opportunities for such 
careers need to be created. A delicate balance exists between 
creating new career pathways and training individuals to follow them. 
Future progress in research on child ^nd adolescent mental disorders 
is dependent on the recruitment, training, and retention of gifted 
scientists across a range of disciplines. The committee believes, 
based on its assessment of available data, that current training 
programs do not meet the serious need for more child mental health 
researchers . 



Career Development 

In the judgment of the committee, the single most pressing need is 
for NIMH to support well -trained, highly motivated scientists during 
the first decade of their research careers. Although several programs 
for fostering early research experiences and promoting excellence 
currently exist at NIMH, these programs are underfunded. Furthermore, 
the committee heard reF::atedly from researchers throughout the country 
and across all disciplines that the current ceilings on stipends 
create serious problems. 

Key ingredients for success, besides the motivation and capability 
of the individual, are having sufficient time to develop an 
independent line of research and having access to necessary resources, 
including colleagues from related fields. The committee believes ?uch 
protection and resources are especially critical for new investigators 
faced with conflicting demands on their time. One of the strengths of 
the NIMH career development awards is the requirement that 
investigators be guaranteed substantial amounts of protected time for 
research. In an effort to take advantage of the benefits of thes#^ 
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existing aechanisms, the comittee recoirnends that existing scientist 
developnent awards be increased so that salaries for Investigators are 
no less than 80 percent of the custoaary salaries of beginning or 
middle* level faculty and that the nuaiber of awards for child nental 
disorders researchers should be doubled inuediately. 

The 1988 budget for NIMH career development awards- -including 
Individual Awards » FIRST Awards and Small Grant Awards- -was $2.7 
million. The recommended increase for the first year of this plan is 
$3.3 million, for a first year total of $6 million, supporting 70 
grants. By Year 5, the recommended cost of the career development 
program should be $18 million, supporting 210 grants. 



Research Training 

The committee found that expanded opportunities for research 
training are necessary in all disciplines involved in the study of 
child and adolescent mental disorders, especially in child psychiatry, 
clinical and developmental psychology, pediatrics, developmental 
neuroscience, nursing, and social work. For example, there are very 
few academic child psychiatrists in the United States who ara able to 
sxxstain a major research commitment. Multiple teaching, clinical, and 
administrative demands are made on these individtials , with the result 
that fewer than 100 academic child psychiatrists are currently 
devoting 30 percent or more of their time to research; fewer than 20 
can be considered full-time investigators, spending 80 percent or more 
of their time doing research. In the area of social work fewer than 
300 doctoral degrees are awarded annually, and only a small fraction 
of these focus on research topics related to childhood mental 
disorders. Approximately 1,500 clinical, counseling, and school 
psychologists and about 200 developmental psychologists receive Ph.D. 
degvees annually, and many of them receive research training as a part 
of thc'.ir doctoral programs. However, the actual number of 
psychclogists who pursue careers in basic or clinical research related 
to childhood mental disorders is disappointing, considering the large 
pool of potential researchers trained each year. 

Other disciplines that have much to contribute to the under- 
standing of the catises, treatment » and prevention of mental disorders 
in infants, children, and adolescents are in need of expanded oppor- 
tunities for research training as well. A variety of approaches 
should be considered for training researchers from various 
disciplines. Tltese include undergraduate summer research programs, 
pre- and postdoctoral programs, M.D.-Ph.D. training programs, and 
special training opporttmities for members of minority groups. In 
some disciplines, the most efficient mechanisms will be institutional 
grants for research training programs; in others, individual grants 
could enable a trainee to focus on child mental disorders while 
pursuing a more general training program in neuroscience. 
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•pideaiology, or some other relevant discipline. Some training 
programs ^lay appropriately be incorporated into research centers. 

In order to achieve growth in this field, the pool of potential 
trainees must be expanded. Attracting more talented students is not 
simply a matter of money. Means must be found to acquaint a broader 
audience of students with the importance of child mental disorders, 
the burden of illness they impose, the urgent need for progress, and 
the exciting potential for scientific advances, particularly at the 
interface between disciplines. The connittee recommends that NIMH 
target two points in an individual's career: the final two years of 
undergraduate education, and the completion of gra^^uate or profes- 
sional training. NIMH should also consider establishing a program for 
senior scientists that would include an explicit research training 
function. 

In 1988, NIMH spent $2.1 million for research training related to 
children and adolescents through support for institutional training 
grants a]nd individual fellowships. The committee proposes a 
first -year budget of $14 million for these grants, which also includes 
an emphasis on support of M.D.-Ph.D. students. By the fifth year, the 
budget for research training should increase to $17.5 million. 



NIMH Research Areas 

The committee reviewed each of the following funding mechanisms in 
considering the best way to fund priority areas of research at NIMH: 
individual project grants, prograu project grants, multisite 
collaborative studies, and research center awards. It concluded that 
individual project grants need to be expanded in ordor to sustain and 
fully utilize the nation's existing research capacity. The committee 
believes, however, that program project grants and research center 
awards are also needed to move research ahead rapidly. In general, 
the committee strongly recommends that, where appropriate, grants be 
funded for five years, with special attention given to creating stable 
mechanisms to support longitudinal studies that may continue over even 
longer periods. 

Several NIMH research program areas relevant for childhood mental 
disorders research were reviewed during the course of this study: 
epidemiology; assessment, diagnosis, and treatment; prevention and 
special populations; services research; behavioral and social 
sciences; developmental neurosciences; and the intramural research 
program. Each area has a contribution to make to the understanding of 
the causes and treatment of childhood mental disorders. Proposed 
allocations for each area represent the consensus of the committee and 
arc based on information from researchers about existing and potential 
efforts and on data from NIMH about the shortfall of current resources 
in each area to fund worthy proposals, Th^ heavy allocation of 
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resources for sons sress in the first year reflects the coonittee's 
belief that these areas are capable of ianediate, narked growth for 
others, efforts are needed to stimilate greater interest and to 
enhance the infrastructttre for research capability* Table S«l shows 
the first* and fifth*year proposed costs for each research area* 



TABLE S-1: 


Recoonended NIMH Research Budget 






Current First Year 


Fifth Year 


Program 


($ millions) ($ millions) 


($ millions) 



Epidemiology 3.2 7.5 14,0 

Assessment, diag^iosis 

and treatment 15.0 22.0 40.0 

Prevention and special 

populations 9.4 13.0 20.5 

Services and systems 

of care 1.0 4.0 10.0 

Behavioral and 

social sciences 10.0 17.0 27.0 

Developmental 

neurosciences 4.3 18.0 40.0 

NIMH intramural program 4.5 8.5 10.5 

TOTAL: 47.4 90.0 162.0 



The committee also recommends the establishment of an 
institute -wide consortium to coordinate the research programs related 
to children across NIMH. This consortium should seek a li'adership 
role in advocating child mental health research among the other 
federal agencies that are at least partially concerned with the health 
of the nation's children. Given the need for capacity building, 
innovative review procedures may be desirabl This is an issue that 
this consortium should address immediately* The committee fotrnd that 
there is an ute need for review by knowledgeable peers. Since the 
current review process for grants on children is widely dispersed, 
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with as nany as 11 of the 20 initial review connittees involved, there 
■ay be a need to establish one or two research review connittees 
focusing explicitly on child nental health. 

If NIKH is to foster a rapid increase in research within the field 
of child mental health, adequate attention mxMt be paid to its 
personnel needs. The conaiittee estimates that initially $1 million 
per year would be needed to support the administrative personnel 
necessary to implement the research initiative « 



CONCLDSIONS 

The committee shareit with others in the field an excitement about 
the demonstrabi.e progress occuring in many segments of child mental 
health research. Furthermore, it was iflq>ressed that advances in the 
field and in related specialties hold promises of even more impressive 
gains in the near future. The natfon would do well to capitalize on 
the momentum that has developed in the past two Cecades. 

The committee has called for a broad initiative that would promote 
research simultaneously in many areas of child mental health. It has 
done so in the belief that no single approach or small group of 
studies can claim preeminence. Rather, the field a<i a whole can end 
must move forward, with explicit attention to possible synergisms 
among disciplines, both basic and applied. When implemented, this 
national plan for child mental disorders research will reap benefits 
for the children who are afflicted, for i eir families and friends, 
and for society as a whole. 
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CHAPTER 1 



IKTRODUCTION AND OVERVIEW 



nhvJ 1 ? ^ ^'^S^**' """^ genetic, neurochemical, 

physiological, psychological, interpersonal, and social processes of 
developaent follow a well-orchestrated course th-t transforms the 
curious infant into a competent adult. But in some less fortunate 
cniidren. development has gone awry. This report is about such 

Mental, behavioral, and developmental disorders occur in every 
socioeconomic, racial, and cultural group in the world. In this 
^h^^J"^; «t least 12 percent (or about 7.5 million) of the 63 million 
Sui^J^m?;?" 18 3uffer from one or more mental disorders (Gould. 

? !; f 1981). A great deal is known about th^ 

types of conditions from which children suffer, how these conditions 
Change oyer time, and some of the factors that predispose a child to 
mental illness. For the preponderance of mental disorders of 
childhood, however, the causes are unknown, as art the factors that 
make one child especially susceptible and another child resistant. 

u of the National Institute of Mental Health (NIMH) 

asked the Institute of Medicine (lOM) to assess the status of research 
on Child mental disorders. The study was to: (1) highlight the 

"ff* °^ knowledge and significant areas of recent progress. 
o„Lif^"flf^ """'^i^ priority. (3) emphasize promising 

opportunities for research arising from advances in related fields 
and (A) consider unique or intrinsic challenges to research that 
coBiplicate studies of these disorders. The Director also sought a 
review of the policies and programs of NIMH, with specific 
recoaaendations about how the institute might provide vigoious 
leadership in clinical and" basic research related to mental disorders 
of children. He asked for a speedy response so that he might begin 
his own planning in this area as quickly as possible. 

The Director of HIMH asked the lOM study committee to focus its 
attention primarily on diagnosable mental disorders, rather than on 
broader indicators of social dysfunction. Consequently, the scope of 
this study includes the range of mental disorders contained in 
classification systems such as the Diagnostic and Statistical Manual 
of the American Psychiatric Association (DSM-III-R; 1987) and the 
International Classification of Diseases of the World Health 
Organization (lCD-9; 1978). Phenomena such as drug abuse, teen 
pregnancy, and school drop-out are discussed mainly as consequences of 
or risk factors for the development of mental disorders 
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In the DSM*III*R, a mental disorder Is conceptualized as **a 
clinically significant behavioral or psychological syndrome ... that is 
associated with present distress (a painful symptom) or disability 
(inpalment in one or more important areas of functioning) or with a 
significantly increased risk of suffering death, pain, disability, or 
an important loss of freedom** (American Psychiatric Association, 1987, 
p. 401). The committee has chosen primarily to use the phrases 
••mental disorders'^ and '•mental health research," but it uses other 
terms as well and hopes that the context will make the intent 
clear • The term "mental disorders" is not wholly satisfactory, 
however, because it suggests a pathological process arising in 
isolation within the child* This may distort our view of the child as 
a person with specific strengths and weaknesses, who grows up in the 
midst of physical, psychological, economic, and social forces that can 
powerfully shape attitudes, emotions, and behaviors* The committee 
sought to redress this limitation by examining the crucial role of 
risk factors and protective factors, which predispose a child to 
developmental disorders or modify their course and outcome. Indeed, 
it is by understanding the mechanisms through which these risk and 
protective factors operate that it will become possible to Intervene 
more effectively in the future. 

In this report, children are defined as Individuals from the time 
of birth (or during gestation) through the high school years (and 
perhaps somewhat later). "Children" will be the term most often used 
to refer to the entire developmental period spanned by infancy, 
childhood, and adolescence. 



THE SCIENTIFIC STUDY OF CHILDHOOD MENTAL DISORDERS 

Children's mental disorders have received serious, id sustained 
attention only during the past 100 years, beginning wi..:i Henry 
Haudsley's descriptive work in England, Sigmund Freud's case history 
of Little Hans in the first decade of this century (see Kaplan and 
Sadock, 1988), the establishment of the Juvenile Psychopathic 
Institute in Chicago by Villlam Healy in 1909, and surveys of 
schoolchildren conducted by the National Commltcee for Mental Hygiene 
in 1915* 

Current research on child mental disorders has profited from the 
knowledge accrued recently in the area of adult psychopathology . 
However, it should be emphasized that the study of child mental 
disorders is a unique field of endeavor, not simply a downward 
extension of research on adult mental disorders. Research into the 
causes and determinants of the disorders of children requires a 
developmental perspective. This perspective takes into account the 
emerging behavioral repertoire, cognitive and language functions, 
social and emotional processes, and changes occurring in anatomical 
structures and physiological processes of the brain over the course of 
childhood (Clcchettl, 1984, in press). 
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Th« dav^lopMtital approach to tha study of psychopathology, then, 
raquiras tfta ra««-rchar to b# cognizant of thasa coaplaxltiaa . In 
practica, t)i:ta fncludaa a balanced weighting of biological, 
behavioral, and socli<il factors and the Interactions aamng the», an 
appreciation of changes over tlse; analysis of the risk and protective 
factors In the child and his or her envlronaent; study how energent 
functions, competencies, and tasks of developsent raodlfy the 
expression of a disorder or lead to new syqptou and difficulties; and 
awarenc^ss that a particular stress or underlying aechanlsK may result 
In different behavioral difficulties, at different tlMS and In 
different contexts. 

Current concepts about the origins of aental Illness will be 
offered In this report, to the extent possible, fro« the Integrative 
perspective of developMntal psychopathology. Disorders are put Into 
the context of developmental course. This orientation Is consistent 
vflth the way in which a skillful clinician night formulate a case. 
The clinician calls upon a range of theories to show how a child's 
disorder can be placed within an accotint of his or her life history 
and related to many factors. Including the child's biological 
constitution, unique experiences, personal development, and 
competence. The clinical case report also places the child In the 
context of: a multlgeneratlonal narrative of the family and its 
commtinity. Similarly, developmental psychopathology places children's 
disorders in the broader context of knowledge that has been gained 
about normal biological and behavioral development. 



The Child Mental Health Research Community 

Many diverse disciplines are rela .ed to child mental disorders. 
Some of them focus mainly on helping afflicted children and their 
families or on the social systems that provide needed services, such 
as schools, state and local agencies, and the various caregivers. 
Others address the causes of mental disorders, whether at the 
biological, psychological, or social l^vel. Still others center 
aroiind normal development, providing an essential context for 
understanding what can go wrong. Current research interests and 
capabilities of these disciplines vary enormously. 

Clinical Disciplines 

Central to any understanding of mental disorders is the systematic 
investigation of the disorders themselves. Many clinically oriented 
disciplines can contribute to such knowledge. Chief among them are 
child psychiatry, clinical psychology, pediatrics, psychiatric 
nursing, and social work. Additional professions, including 
education, speech and language pathology, occupational and physical 
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therapy, and Juvenile Justice, are involved in the many areas of daily 
living on which mental disorders can have a profoi:;nd impact. 

Collectively, these disciplines have a rirh experience with the 
practical realities of caring for children and adolescents with mental 
disorders, but their perspectives on and approaches to care differ 
greatly. For example, child psychiatrists are the medical specialists 
primarily concerned with diagnosing and treating the more severe 
mental disorders. Many clinical child psycho'' gists also diagnose and 
treat mentally disordered youngsters, while others are involved in 
preventive interventions and school-based programs. Pediatricians are 
respo* tible for broader health concerns and focus particularly on 
developmental and behavioral disorders that are related to phr^sical 
health problems. Social workers are especially concerned with the 
systems in which mental health care is given, the ways in which 
children with mental disorders are identified, and the larger context 
of the family and community in which care must be provided. Nurses 
are involved in the care of mentally disordered youngsters in a 
variety of settings, including psychiatric hospitals, but, like 
pediatricians, some have responsibilities for the care of medically 
ill children who are at high risk for developing a mental disorder. 
Educators must cope with many of the day-to-day consequences of mental 
diso^'ders as they attempt to provide appropriate learning 
opportunities. Juvenile justice professionals must cope with 
consequences of other types. 

Many of the disciplines dedicated to providing care to children 
with mental disorders have not viewed research as integral to their 
misjiion. Fortunately, this attitude is changing, and systematic study 
of mental disorders is increasingly being coupled wit\ (ingoing efforts 
to treat them. 



Basic Research Disciplines 

The neurosciences examine how the brain and other parts of the 
nervous system work, ^oth the number of neuroscientists and the range 
of thei.' exvlorations have increased dramatically over the past two 
decades, Aijaong the neurosciences are neuroanatomy, neurocheuistry , 
eT^ctrophysiology, neurophvsiology, and neuropharmacology, along with 
kf:y elements of molecular genetics, molecular biology, and cell 
bvology. Their cfomain goes from the genes that control the 
development and maturation cf the brain, through the many mechanisms 
that regulate the function of each nerve cell and of communication 
among them, to the interaction between the brain and behavior and 
thought. Progress in the neurosciences has been far more rapid than 
most people would have dreamed possible only a few years ago. For 
example, much has been learned about brain maturation and some of the 
ways in which brain systems guide behavior. Moreover, there is a 
growing awareness of Uo^ cue developing brain is changed by what the 



16 



25 



child experiences. In another area, scientists can now obtain images 
of the living, functioning brain and can determine which areas of the 
brain are involved in specific activities. A thorough understanding 
of neurological processes is vital to any effort to discover the 
causes of and possible reataents for many severe nental disorders of 
children. 

The field of psychology foctises on the study of behavior 
motivation, emotion, and the acquisition of cognitive and language 
skills. The various disciplines of psychology, especially 
developmental psychology, have had a continuing appeal to scientists 
over the past several decades, resulting in a large pool of talented 
investigators. An expanding body of excellent work now exists on how 
key psychological processes evolve over the course of development. To 
date, the bulk of research in this area has focused on the normal 
child; however, much of that research has direct relevance to 
childhood mental disorders, including studies on the competence of 
infants in forming bonds during the early months of life, the social 
and language development of young children, attentional mechanisms and 
the processes of learning, the way aggression and assertiveness toward 
family and peers are handled throughout childhood, and the interaction 
between endocrine maturation and emotional development during 
adolescence. Important research has also been conducted on the 
formation of self-image and the acquisition of coping styles. 

The other social sciences, such a& sociology and cultural 
anthropology, add a dimension that is especially relevant to research 
in this area: clarification of processes through which people 
establish and maintain relationships. Levels of study range from the 
family life cycle, through larger organizations such as schools, to 
entire communities and societies. Social scientists provide insights 
into how changec in family structure can alter a child's expectations 
and sense of self and how particular kl ids of family interactional 
styles affect efforts to care for children with various types of 
mental disorders. They can also help identify how social structures 
such as schools impede or facilitate crucial developmental processes 



PREVIOUS REPORTS 

There is a long tradition of reports and consensus statements on 
the mental and behavioral problems of children. They display a 
striking convergence over the decades and from all perspectives- this 
wealthiest of nations has millions of children with serious mental 
disorders, developmental disturbances, and behavioral troubles whose 
needs are inadequately met. From the 1909 White House Conference 
onward, reports describe the increase in knowledge about the causes of 
behavioral difficulties and about how best to serve these children and 
their families. There have been repeated calls to educate and 
mobilize the public to ensure funding for comprehensive mental health 
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services for children/ A concltislon from the Coanlttee for 
Econonic Develcpnent report (1987) can stand as a suanary of the 
advocacy literature of the last several decades: "Literate, skilled, 
and adaptable people are our nation's aost precious resource. . .as a 
society ve aust be willing to invest in building a better future for 
all our children." 

This report differs from earlier ones in its focus on research. 
The comittee is certainly aware of the distress of millions of 
children and faailies iind of their need for services --now- -to help 
alleviate the burdens of aental and behavioral disorders. But the 
coomittee also believes that aore knowledge about the causes of these 
disorders and the developnent of deaonstrably aore effective 
treatments and preventive interventions are vital to the well-being of 
America's children. 



REPORT OVERVIEW 

This report offers the comittee 's appraisal of the cxirrent fund 
of knowledge concerning children with persistent and disabling mental 
disorders. These reviews are contained in Chapters 2, 3, and 4. They 
are not comprehensive; rather, they highlight areas of significant 
progress and set out the prerequisites for future advances. These 
chapters also contain specific recommendations for research 
opportunities in each area of study. 

Chapter 2 addresses the scope and iragnitude of these ^orders by 
reviewing data on prevale ce and costs. Conceptual issues ..re 
discussed, as well as the various systems for classifying these 
disoiders . 

Chapter 3 presents examples of recently acquired knowledge about 
the causes and determinants of these disorders. It expands on the 
importaace of the developmental perspective, and it points to the 
inevit^ibility and promise of multidisciplinary research. 

Chapter 4 describes current treatments and rehabilitation services 
and efforts to appraise their safety, effectiveness, and cost. The 
chapter highlights recent progress in ensuring the reproducibility of 
treatments for adult mental disorders and advocates similar efforts 
for children's disorders. Progress in devising and evaluating 
preventive interventions is also reviewed, and an agenda for research 
to develop high-qtiality, cost-effective care is presented. 

Chapter 5 appraises the current situation in child mental health 
research with regard to the number of active investigators and the 
availability of funds. Issues related to recruitment and training of 
new researchers are discussed, as are problems in attracting and 
retaining younger faculty as well as more established researchers. 
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Th« report closes with Chapter 6, vhich contains the principal 
conclusions and reconoendations of the coBnittee. The central 
recoMendation is the call for a far-reaching national plan for the 
study of childhood nental disorders. An outline of the key elements 
of such a plan is included, along with specific cost estlnates. 



NOTES 

1. No term is wholly adequate to convey the range of 
psychopathology. The term "disorders" has achieved 
acceptance, as a broad rubric without theoretical 
iiq»lications about etiology. The term "illness" may convey 
an Implication that the troubles being discu<ised are like 
medical diseases or have a clearly establish d biological 
basis." "Disease" conveys a specificity and j»thological 
implication which is inappropriate for most childhood mental 
disorders. Terms such as "conditions" or "problems" appear 
frequently in the report and are usually synonymous with 
disorder or syndrome. 

The term "mental" is not quite right, either, since it seems 
to split the child into "mind" and "boity." In some circles, 
"mental" is derogatory, and there are advocacy groups, such 
as the parents of autistic children or those with Tourette's 
disorder, who feel that having these disorders classified as 
"mental disorders" has an etiological implication which 
slights their biological foundations. The triad "mental, 
behavioral, and developmental disorders" conveys the 
spectrum, but it may also mistakenly imply that there are 
conceptually clear distinctions among these categories. 
There are also semantic concerns about whether the field of 
inquiry should be called "mental health" (as in the National 
Institute of Mental Health) or "mental illness/disorder" (for 
which individuals come to treatment). There are no terms now 
that satisfy everyone concerned. The committee opts for 
"mental disorders" and "mental health research," but it uses 
other terms as well and hopes that the context will make the 
intent clear. 

2. One li.-e of reports emanated from the White House 
Conferences on Children. The first such conference, in 1909, 
recommended programs for dependent children, as well as the' 
creation of a Federal Children's Bureau. This theme was 
further expanded in the 1930 conference to include not only 
the dependent child and the child in special need of 
protection, but also the social and environmental factors 
which influence the development of the child. Specific 
recommendations were given concerning the mental health of 



19 



children, including the need for epeciel services to assure 
each child's right to noriial developaent ^White House 
Conference, 1930). The 1940 conference addressed all aspects 
of child welfare, including education, health, home life, and 
preparation for the duties of citizenship. As stated by 
President Poosevelt in his opening address, "Denocracy nust 
inculcate in its children capacities for living and assure 
opportunities for the fulfillment of those capacities'* (White 
House Conference, 1940, p. 1). The 1970 conference called 
for a conprehensive child health care system and made child 
advocacy for all children, especially those at risk, a 
central reconnendation (Office of Child Development [CCD] , 
1972; White House Conference, 1971). 

The 1970 White House Conference occurred soon after the 
landmark report of the Joint Commission on the Mental Health 
of Children (1969). The commission brought together the 
leaders in children's mental health at a time of optimism 
concerning social change on behalf of children. Meiibers of 
the connission described vividly the plight of emotionally 
disturbed and handicapped children, as veil as children at 
risk because of poverty, and envisioned a multi-tiered system 
of child advocacy with federal, state, local, and community 
advocates and comprehensive medical and developmental 
programs. The commission described the close connections 
between prevention and early intervention for children at 
risk and treatment for those already burdened with 
disabilities. Research was emphasized less than services, 
but special attention was given to studies on nosology and 
treatment. 

In the early 1970s, the Office of Child Development of the 
U.S. Department of Health, Education, and Welfare 
commissioned the Project on the Classification of Exceptional 
Children (1971). The conceptual ani regulatory confusion 
surrounding classifications and labeling were described in 
its report, including how diagnosis may serve institutions 
rather than children. The OCD project recommended that 
services follow children's needs, not bureaucratic 
convenience; that all handicapped children, regardless of 
impairment, be educated; and that schools serve as advocates 
for these children. This project preceded the passage of the 
Education for All Handicapped Children Act (P.L. 94-142), 
which embodied its philosophy. 

The Task Panel on Infants, Children, and Adolescents of the 
President's Commission on Mental Health (1978) convened many 
of the nation's mental health leaders and provided a broad, 
sweeping overview of the scope of mental illness, including a 
summary of available epidemiological knowledge. The panel 
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reviewed the state of knowledge concerning causes and 
treatment, and the continuities between childhood and adult 
disorders. The panel eaphasized that psychiatric and other 
Mntal health services were as vital to children as oth^r 
health services, deplored the paucity of services for 
adolescents, and described the particular burdens of minority 
and poor children. The coflnission emphasised preventive 
services, the inclusion of mental health services in 
comprehensive pediatric care, a continuum of services based 
on intensity o^ needed care, increased numbers of child 
mental health professionals, and expansion of research on 
causes of disorders and their treatment. The comission's 
Task Panel on Research provided a detailed appraisal of 
issues relevant to mental health research. The panel's 
emphasis on areas such as epidemiology and neuroscience, and 
on the importance of research training and support of 
research careers, anticipated several of thin committee's 
conclusions. 

The Select Panel for the Promotion of Child Health r<^ported 
its findings in Better H#>al th for Our nhtldraT i (198* This 
report praised the intent of P,L. 94-142 but reconmended 
enhancement of services, including improved identification 
and early treatment of mental disorders and other 
handicapping conditions, better coordination of mental health 
and other services, improved monitoring of availability and 
quality of care provided under P.L. 94-142, and more family 
involvement. 

The Children's Defence FurJ Jurvey of State Mental Health 
Programs, reported by Jane Knitzer (1982), received wide 
attention because of its scholarship and the clarity of its 
argument. The study revealed inadequacies of inpatient and 
residential treatment programs, their expense, the lack of 
coordination among social systems (child welfare, juvenile 
Justice, mental health, education), the poor tracking of 
children through any system, and the limitations of services 
for emotionally disturbed children through P.L. 94-142. The 
report recommended Improved Identification of children In 
need. Improved coordination of services by means of a child 
advocacy system, and Increased funding through targeting of 
money to children's services within the federal Alcohol, Drug 
Abuse , and Mental Health Administration (ADAMHA) block 
grants . 

The Office of Technology Assessment's study. Children's 
Mental Health! Pygblems and Services (1986), reviewed 
various treatment approaches and assessed whom they served, 
their effectiveness, and financial Implications. The report 
cited the need "for Improved delivery of mental health 
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services to children. Clearly, the aental health services 
currently available are inadequate, despite a substantial 
theoretical and research base suggesting that nental health 
interventions for children are effective" (p. 10). 

In 1988, a child advocate » Lisbeth Schorr, analyzed the 
current status of children's services In the tradition of the 
White Houi 3 Conferences and Joint coiMiission. Schorr's 
report, Within Our Ramgh; Braaktny the Cvcle of Disadvantage 
(1988) , conveys the plight of miltiprobles, poor families 
whose disorgfijiization and range of troubles transcend any 
diagnostic or bureaucratic systea. Schorr described the 
inadequate and fragmented services generally available to 
such families and model services that seem to provide 
effective interventions. 

These reports represent only i very small selection of the 
prominent statements that have appeared during this century. 
An important rew addition to the voices raised in concern 
about children's development has been that of America's 
business leadership. The Committee for Economic 
Development's recent report, Children in Need: Investment 
Strategies for the Educationally Disadvantaged (1987), 
concludes that the optimal and healthy development of 
children is central to how productive we can be as a nation 
and therefore to how competitive we can be in the world 
market . 
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CHAPTER 2 



DIMENSIONS OF DISORDER 



This chapter focuses on recent data concerning the scope and 
■agnitude of the Bental, behavioral, and develop«ental disorders of 
Children. It suppleaents the work of earlier reports and enhasizes 
the severity and diversity of these disorders in tenu of Seir 
^) uif u P"««"'*tion. course, and sequelae. The chapter also 
?H ;Jf?" '^••••'^ch in which progress is being lude and 

identifies high-priority areas for future research 



SCOPE 

Categories of Childhood Mental Disorders 

Childhood mental disorders vary in age of onset, types of 
syaptojs, course, aethods of trsatiwnt. and level of iapairiMnt. 
Table 2-1 presents selected categories of mental disorders that appear 
or are first recognized in infancy, childhood, or adolescence. They 
encompass conditions ranging from emotional disturbances such as 
depressed mood or crippling states of anxiety and behavioral problems 
characterized by disruptive and antisocial acts to developmental 
impairments that limit a child's ability to think, learn, form social 
attachments, or communicate effectively with other 

i,*!?****-*^*'***"^^** Mutually exclusive- -in fact, many 

children have two or more problems. This -comorbidity- complicates 
both diagnosis and treatment. Diagnostic procedures must ensure that 
a wide range of disorders is considered, and treatment plans must take 
into account the various interventions required for the coexisting 
conditions (Kovacs, Feinberg. Crouse -Novak, and Paulauskos. 1984: 
Otford, Adler and Boyle, 1986; Puig-Antich, 1982; Puig-Antich and 
Chambers, 1978; Sandberg. Wieselberg, and Shaffer, 1980) 



Clinical Descriptions 



The nature and extent of t\ i problem of child mental disorders can 
be demonstrated by categorizing groups of disorders, estimtiting the 
number of afflicted children, and calculating the economic costs to 
society. Such cumulative data, however, omit the stark reality of the 
effects severe mental u'sorders have on individual children and their 
tamilies. The following case studies illustrate the diversity of 
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TABLE 2*1: Selected DSM*III*R Categories of Mental Disorders 
Affecting Infants, Children, and Adolescents 



Hood disorders 

Bipolar disorders 
Depressive disorders 

Anxiety disorders 

Eating disorders (including anorexia nervosa and bulinia nervosa) 

Disruptive be>avior disorders 

Attention-deficit hyperactivity disorder 
Conduct disorder 

Psychoactive substance abuse disorders 

Schizophrenia 

Developmental disorders 
Hental retardation 

Pervasive developmental disorders (including autism) 
Specific developmental disorders (including reading 
disorders) 

Tic disorders (including Tourette's disorder) 
Gender identity and sexual disorders 
Personality disorders 



Adapted from: American Psychiatric Association. (1987). Diagnostic 
and statistical manual of mental disorders (DSM-III-R) (.^rd ed. , 
rev.). Washington, DC: Author. 



conditions and offer a more personal perspective. They are presented 
chronologically, based on age of onset of the disorder. 

Case Study 1: Autism . John is five years old. He was 
referred to a child psychiatrist because of delayed speech 
devflopaent and poor peer relationships. His mother 
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describe. hi« as -living in « shell- «nd feels he never 
eveloped « close, loving relationship ^ith her. He did not 
begin to spe*k until the ar* of three, and even now has a 
iiBited vocabulary of only about 200 words. Most of his 
speech consists of repetitive phrases heard on television, or 
siaple requests or demands. He is unable to initiate or 
sustain a conversation with peers or adults. 

John deironstrates a nuaber of unusual behaviors and 
interests For example, he is fascinated with water and 
often will spend long periods of ti»e intently watching water 
dripping into a basin. He shows no interest in playing with 
T'. u but would rather arrange objects in a 

i u'*'' J"***" ^» hiasclf while rocking 

back and forth He shows littlr, interest in usual children's 
shows on television; he would rather watch adult gaoe shows 
He becomes very upset if furniture i. .oved around in the 
house and was inconsolable when his parents bought a new car. 

His nursery school teacher says he has an amazing 
facility for numbers and letters, but she is concerned 

ImiaI* Tu^^ ^^""^^ than play with other 

Children. John communicates little with his teacher and 
seems odd and aloof, "in his own world. - 

When John was three, his mother was told by the family 
doctor that John probably would grow out of these problems 
John s mother senses now that John is suffering from a severe 
and chronic condition. 



^trt ^""'^ti^ning- Once thought to be a disorder of 

be p^^iir??rMi?*%*"i"?''' r? disorders are now believed to 

be primarily biological in origin. Autism is one of a class of 

r ^^"'"'"^ disorders that are characterized by widespread 
a« ?«S Jfu?*"? development. Afflicted children, such 

!!/k??'v '^I^^^f impaired social relationships and are unable ^o 
r!l^}J J ""i^t" ^^^^'^tion that typify the normal paren-child 
relationship. TJey display -musual or bizarre response, to the 

ev«i!rfT"'' ^ resistance to change), catastrophic reactions to 

everyday occurrences, and too little or too much sensitivity to all 
a^r.n. environmental input. Deficits in language development are 
apparent, as the children either lail to develop speech or display 
peculiar speech patterns. Repetitive ritualistic movements and ' 
positioning the body in unusual postures are also common 



Autistic children typically exhibit a number of associated 

•lems. Approximately three-quarters of them are mentally 

irded. Seizure disorders develop in approximately 25 percent of 
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cases, sspsclslly In adolescents with sore significant aental 
retardation (Anerican Psychiatric Association, 1987), In adulthood, 
at least two-thirds of autistic individuals require fully structured 
envirowients with round-the-clock stspervislon, and only a very few 
"high functioning" autistic Individuals are capable of anything close 
to Independent living as adultn (Kapla. and Sadock, 1988) . Several 
excellent reviews provide syst* itic disciissions of this topic 
(Caapbell, 1987; C«in>bell and Schopler, 1989; Cohen and Donnellan, 
1987; Lovaas, 1987; Rutter, 1985). 



CAmm Study 2: Condtict Disorder , Robbie, now 13 years 
old. Is described by both of his parents as having alway<^ 
been a difficult child. As a toddler he was very active, and 
stubborn, and his parents felt that, evi%n at that young age, 
their attearpts at discipline were largely Ineffective, 

Nursery school teachers observed that Robbie was 
unusually dlstractlble and Impulsive. In the early 
elementary school grades there were complaints not only about 
his dlstractlblllty and Impulslvlty, but also about his 
aggressive and antagonistic behavior toward other children. 
At age seven, Robbie was diagnosed by a school psychologist 
as having attention-deficit hyperactivity disorder, and 
Robbie was placed In a smaller, more structured classroom. 
Despite adult Interventions, Robbie would fight with his 
classmates and was ostracized by them. At times, one could 
sense that he suffered because of his loneliness and perhaps 
low solf-esteem, but he was reluctant to discuss these Issues 
with his parents ov teachers. 

In the Intervening years the sltxiatlon worsened. Robbie 
was expelled or suspended on numerous occasions. Now In 
middle school, he attends a class for children with 
behavioral problems and Is working well below grade level. 
He has no friends and engages In no extracurricular activi- 
ties, having recently been kicked off the soccer team for 
fighting. He began smoking at 10, and there Is evidence that 
he now drinks alcohol fairly regularly and has used marijuana 
and perhaps other drugs on occasion. He hangs around with 
older adolescents and was recently arrested for shoplifting. 

Robbie's parents feel they cannot control him, and they 
want him placed outsld ^he home. Robbie himself says he 
knows that people thlr' ne Is a ••loser" and a troublemaker, 
but he blames his family, and "can't wait to be on my own." 



Conduct disorder may have precursors In the preschool years, but 
It does not become fully apparent until later In childhood or 
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•"•ntl.l f«.tur« 1. . p.r.l.t«nt pattern of 

conduct disorder initiate flghtTend can be 
phy.lc.lly cruel to people «d .nl-l.. They ..y .S.l.^ Se 
steeling «ay Involve confrontation, with the victl«. .. In . auttlne 

.1 ilTJU^oJJnr'im)*^'"^' '^^"^ -^-^ <°"-- 

w Sil'^fw!^'*'-*'""**"^' dLorder .re .t lncre..ed rl.k for .Icohol 
«nd drug .bu.. Many continue to have .l«llar dlfflcultle. In .dult 
ei„ "^J^*' ^? phy.lc.l fight. In the .chooi years 

cjn McjUte Into assault or even hclclde. It has been found that 
the va.t ■ajorlty of .erlou. «itl.ocl.l behavior In adulthood begin. 

?j!n2^«^: ^^^•y. 1989). Aloost half of all clinically 
lS2 iJ?^. f"^ •ntl.ocl.l idult. (Robins, 

for thircLi^ re.e.rch-b..ed .ppro.che. to tre.fent 

tor thl. condition I. Included in Chepter 4. 

fiaw StUdY 1- D«tnrf>Mive Dt«ord«.r Bridget Is a 

• ho.plt.1 e-rgency room 
.fter cutting her wrl.t. with . rwcor bl.de. She w.s 
wlthdrsim, downct. at tliM. crying quietly, and nervously 
.voiding eye contect with the Interviewer. She reported 
th.t .he flr.t begen feeling aleereble .nd hopele.. .bout 
two aonth. .go. she found .he could not concentr.te .t 
.chool, her gr.de. dropped from A', .nd B'. to C'« .nd D's 
she stopped celling her friend., and .he .howed no Interest 
m her pl.no lee.on. deeplte her ..plr.tlon to be a 
■uslcLn. Two week, .go .he stopped attending school 
stating that she had neither the energy nor the Interest to 
continue. She eats very little, think, .he mey h.ve lost 
some weight, and for the past month has been waking up at 
about five o'clock In the morning and Is unable to get b.ck 
to .leep She thinks frequently of suicide, believing that 
her fMlly would be better off without her. She used to 
heve hope, for the future but now .ee. nothing good for 
her.elf, expl.lnlng th.t she will never complete school or 
obt.ln . good Job. 

Bridget reclls th.t life w.s .Iw.y. hard but never this 
hard. Her natural parents are both alcoholics, as are her 
maternal grandfather and two maternal uncles. Her parents 
separated when she was thr*e, and for the past 12 years she 
has lived with her mother and stepfather, who Is also an 
.Icohollc. Bridget reported th.t her stepfather beat her 
mother when he was drunk but never hit her. At the time of 
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r«f«rr«l» Bridget and hsr aothar wvm living in a doimtown 
shaltar for battarad vomn. and tha aCaff tfaara had 
ancoiiragad har to aaak halp. 

Brldgat haa had a good initial raaponaa to traataant. 
Sha vaa put on antidapreaaant aadication and bagan 
t%rlca«vaakly paychotharapy ac talona* Fiva vt^ka aftar tha 
initial rafarral, har dapraaaiva ayaptoaa had abatad 
aarkadly. Sha vaa back in achool and vaa praparlng an 
application for antry into a auaic conaarvatory. Sha vaa 
living in a ona*rooA apartaant with har uothar, nho hcd 
found a vart^tiaa Job. Although Bridgat'a couraa of 
traati^nt ia far fro« co^>latad, har doctor ia cautioualy 
optlaiatlc about tha avantual outcoM. 



Dapraaaiva diaordar ia apiaodic in natura: at onaat thara ia an 
abrupt changa from pravioua functioning, and racovary ic aaaociatad 
with a ratum to tha pravioua laval of adjuataant. Dapraaaiva 
disordara can occur in prapubartel chlldran but ara auch a>ra coaaon 
in adolaacants. Tha aaacntial taatura ia a paraiatant dapraaaad aood 
for at least a two* weak period. It is accompanied by a loaa of 
interest or pleasure In all. or almoat all. usual activitiaa. 

The moat serious complication of the diaordar is auicidal 
behaviora aa in the case of Bridget. Aaaociatad ayaptoaa include 
appetite diaturbance (usually loaa of appetite) » change in weight, 
sleep disturbance (usually insomnia), paychoaotor ugifation or 
retardation, decreaaed energy, feelinga of vorthlaaanaaa or exceaaive 
guilt, difficulty thinking or concentrating, and recurrent thoughta of 
death, contemplation of suicide, or attampta at auicida. The above 
case study shows the beneficial effect of an intervention program for 
adolescent depressive disorder. Additional inforaation on childhood 
depress io: is given in Chapter 3 and in recent reviawa by Kovacs 
(1989), Poznanski (198r), Puig-Antich (1984). Pulg-Antich. Ryan, and 
Rabinovich (1985), Rutter, Izard, and Read (1986), Ryan et al. (1987), 
and Shaw (1988). 

These three case studies provide examples of the diverse clinical 
symptoms associated with childhood mental disorders. The second case 
illustrates one connon form of comorbidity (conduct disorder and 
attention-deficit hyperactivity disorder). All of these conditions 
result in much suffering for the 2hild and his or her family. They 
entail severe impairments that, in many cases, extend well beyond 
childhood. 



Populations at High Risk 

The identification of groups of children who are at high-risk of 
developing a mental disorder is important because of its implice^ionc 
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iHlt^^nfj equitable dUtribution of clinical resource. ««i the 
fn^iS^r .J^^T"**"**" preventive intervention program . The 
iJ^oJifi!**"^"",**^ •P'^^i"*^ ""^'^ —oci-ted with Jarticular 

ChJ H? '^'^ P^**^^*** ^l«*ble clues L 

how and why disorders develop. This point is forcefully >ade in the 

«ccoo? ^^'J* f*^''''' ""^'^ defined as variables that are 

associated with an increased probability of disorder (Offord. in 
press) Such factors aust predate the disorder and aust plausibly 
contribute directly to the occurrence of the disordeJ^ RisHacJ^rs 
may be intrinsic or extrinsic. ractors 

children at risk because of extrinsic factors are 
children whose parents are mentally ill or substance abusing, or both 
(Beardslee Son. and Vaillant. 1986; Earls. Reich. Jung, and 
Po«io5",'pir',i f""'^' Schonfeld. Schaffer. O'C^m^er. and 

n^nr«^' ' ^'«^>' chronic «dical 

I987t chiWr^T'^'f ^"'^'^i- and Offord. 

1987). children living in foster care (Keane. 1983: Tuma 1989)- 

Native American children fro- certain tribes, whos; risk of suicide 

aee cLV TJS^v' m'Jh''""? "^-^ P»P"l«tion of the same 

age (May. 1987): children in families living on welfare (Offord 

pi' "'""ff ;„^'^^^ • homeless children (Alperstein. Rappaport 
?rJl!Jnf ^'^^ Rosenberg, in press; Institute of ^ ' 

Medicine 1988). Each of these high-risk groups has rates of 
diagnosable mental disorders far exceeding those believed to exist in 
the general population. The mechanisms which determine the h^-risk 

ZTe ^ffetrif i "''V'""^^ hypo'Shes:^ 
llLhlMl J."*"? children of depressed, 

alcoholic, or schizophrenic parents have been studied extensively and 
patterns of transmission from generation to generation are ^ 
well-established. Although the exact mechanisms for the transmission 
are unclear, genetics, social learning, and being reared by an ill 
ItTX ^} Pla^^ible hypotheses for future%esearch--as well as 

the challenge of measuring combined causation. 

Other external risk factors include prolonged parent -child 
separation and lack of consistent caretakers (Tennant. 1988); livine 

Grfl; vn ^^' I I' P^y^^"^ "''"-1 (Allen and Oliver. 1982 

Green Voeller. Gaines, and Kubie. 1981; Mrazek and Mrazek. 1981)- 

Sc^ulberf ?.8r'K ^'SA; Bro^et and 

Schulberg. 1986); bereavement (Osterweis. Solomon, and Green 1984- 
Krupnick and Solomon. 1987). and marital discord ;nd instabUity 
the family environment (Rutter. 1987). 

disorS^^^^^^ ^h"?" if***,^"^ increased risk of childhood mental 
ll!wM? i ? .^^r (Stewart. 1983). developmental 

delay (Nichols and Chen. 1981). brain damage (Brown. Chadwick 
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Shaffer, Rutter, and Traub, 1981). epilepsy (Lindsay, Ounsted, anc' 
Richards, 1979), early difficulties with teiq)erajient (Earls and Jung, 
1987; Maziade et al., 1985), and nental retardation (Rutter, Tizard, 
and Uhitiiore» 1970)* 

Each of these factors aarkedly increases the risk of 
psychopathology, and aany of thea tend to occur in coabination. Thus, 
caution should be used in drawing inferences about the iiqiortance of 
any single indicator of risk until research can clarify its unique 
contribution. 

Even less is knoim about protective factors, which nay reduce the 
risk of psychopathology in children exposed to adversity* Potential 
protective factors Include good problem-solving ability, good social 
skills, a warm, caring relationship with an adult inside or outside 
the home, and compensatory experiences outside the home (Garmezy, 
1985; Rutter, 1985). The subject of the interaction between risk and 
protective factors over the lifetime of the child is discussed in irore 
detail in Chapter 3. 



MAGNITUDE 

Prevalence of Disorders 

There are relatively consistent and compelling findings on the 
overall prevalence of mental Illness among children. For example, in 
1969 the Joint Commission on the Mental Health of Children estimated 
that 13.6 percent (or 8.8 million) of all children under the age of 18 
suffered from a mental disorder. Similarly, Gould, Wunsch-Hitzig, and 
Dohrenwend (1981) found that the median rate of "maladjustment* among 
children in the general population was 11.8 percent (or about 7.5 
million children) . A careful review of the literature in this area 
provided by the Office of Technology Assessment's report on children's 
mental health (OTA, 1986; also concluded that at least 7.5 million 
children were in need of some sort of mental health services. 

The President's Commission on Mental Health (1978) determined that 
between 5 and 15 percent (or 3.0 to 9.6 million) of all children were 
in need of mental health services. The lower end of this range 
represented children who the commission felt were severely disturbed, 
while the upper range Included all children deemed to need 
intervention. When severe disturbance alone is considered, the 
discrepancies among studies are slightly larger. For example, the 
National Plan for the Chronically Mentally 111, set forth by the 
Department of Health and Human Services, suggested that 8 percent of 
all children had a severe mental disorder (OTA, 1986). 

The commonly accepted number of children identified in these 
studies as suffering from a mental disorcer is between 12 and 15 
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percent. k series of recent studies suggest that prevalence may 
now range between 17 and 22 percent (or 11 to 14 aillion children), 
depending on a nuri)er of factors (see Table 2-2). Because these data 
are prell«inary, however, the coaaittee decided to use the most 
n!!II?r*i'J''* •"'^^l ««t could be justified by the earlier studies- 
riTiJ* ^Lp"*"*"*" " Billion children in this country under 

age 18 Of these 7.5 aillion children, nearly half are deemed 

*^f*** handicapped by their aental illness (OTA, 
L^ob). The coaaittee also recognizes that this figure aay exceed 20 
percent in soae populations, such as inner-city chxldren, who are 
exposed to severe psychosocial adversity. 

J^t ^'^"^ '** """y children are affected should not suggest 

^f^^r -ntal disorders are trivial or transient; on the contrary, 
childhood aental disorders are serious, persistent, and lead to 
'u,,!f^"f children and their faailies. Mental illness in 

childhood is also costly and a burden to society, which must care for 
children and deal with the results of their difficulties in school and 

"i systems (OTA, 1986; lOM, 1985). Mental disorders of 
childhood often require long-term care and reduce the individual's 
1986) * normal, productive adult life (Stroui and Friedman, 

Short- and Long-Term Consequences 

1 ^l^^f^''f*.^?*^ childhood mental disorders on which the most 
longitudinal information has been gathered are pervasive developmental 
disorders (especially autism) . antisocial behavior or conduct 

^■''^^''"^l disorders. This latter category includes both 
anxiety and depressive disorders. The long-term outcomes for children 
With autism and conduct disorder were discussed in the case studies 
presented at the beginning of this chapter. 

The long-term outcomes for children with emotional disorders are 
not well understood; however, researchers have studied the 
similarities and differences in expression of depression among 
prepubertal children, adolescents, and adults. The recent 
longitudinal work of Kovacs and her colleagues (19S4) on childhood 
depression suggests that the occurrence of this disorder in childhood 
and early adolescence may presage chronic difficulties in the teenage 
years. Another ^tudy of adolescent girls with depressive symptoms 
suggests continuity with adult deprftssion (Kandel and Davies 1982) 
although this study did not apply rigorous diagnostic criteria While 
obsessive -compulsive disorder in children is rare, data suggest that 
it is persistent (Hollingsworth, Tanguay, Grossman, and Pabst, 1980) 
Further, Ru-:ter and colleagues (Rutter, Tizard, Yule, Graham, and 
Whitnore, 1976) have noted that anxiety problems occurring at 
inappropriate periods of development, such as school phobias arising 
in adolescence, can signal considerable impairment in functioning in 
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TABLE 2-2: Pravalence of DSM-III DUgnosM In Honcllnlc S«i^>l«s by Infonanc and ks^ 





Anderson et ml. 
(In press) 


Bird et al. 
(In press) 


Velex et al. 
press) 


Costello 
(In press -b) 


Of ford •t al. 
(in prM*) 




Child (Intervlcv) 
Parent, Teacher 

n-782 

MA 11 


Child, Parent 
(Intetvleir) 

n-7./ 
ece 4.16 


Child, Parent 
(Interview) 

n-776 
e«e 11.12 


Child, Parent 
(Interview) 

n-789 

7.11 


Paranc, Taachar 
(Chackllse) 

n-2.679 
... 4.16 


BiMMttt 




Prevaletipe f%) 






Attmtion-deflclt 
(± hyparactlvlty) 


6.7 


9.9 


4.3 


2.2 


6.2 


Opposltloml disorder 


5.7 


9.5 


6.6 


6.6 


N/A 


Conduct disorders 


3.4 


1.5 


5.4 


2.6 


5.5 


Separation anxiety 


3.5 


4.7 


5.4 


4.1 




Overanxious disorder 


2.9 


N/A 


2.7 


4.6 


9.9 
(■aaoelonal 
disordar") 












Simple phobia 


2.4 


2.3 


N/A 


9.2 




Depression, dysthyvla 


1.8 


5.9 


1.7 

(■ajor depression) 


2.0 




Functional enuresis 


M/A 


4.7 


M/A 


4.4 


N/A 


One or nore diagnoses 


17.6 


18.0 


20.6 


22.2 


18.1 


Adapted fron; Costelld» E. J. (In press -a) 


See the endnote to this chapter. 
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o •^"'^y Cfiristie et «1. (1988) uses d«t« from the NIMH 

Epideaiologic Ctchaent Ares (EGA) progrsa to exsalne esrly onset of 
aentsl disorders. Their drsaatic findings showed thst for sdults with 
anxiety disorders, the median age of onset was 15 years. Although 
previous work had found the teenage years to be an important period 
for the onset of depressive disorders and schizophrenia this study is 
the first to demonstrate the high frequency with which anxiety 
disorders persist from childhood and adolescence to adulthood. These 
findings are important because anxiety disorders were found to be 
quite common in the EGA sample of adults (for further review of the 
EGA program, see Eaton, Regier, Locke, and Taube, 1986). 

Schizophrenia, a common adolescent and adult disorder, has been 
thought by a number of observers to have childhood antecedents 
Studies of individuals at high risk for schizophrenia, primarily the 
Offspring of a schizophrenic parent, for whom the risk of developing 
scnizophrenia is ten times greater than for the general population, 
have revealed few specific predictors. These studies have found 
neurodevelopmental Immaturities, attention deficits, and Impaired 
interpersonal relationships to be associated with later onset of 
schizophrenia (Rutter. 1984) Evidence for continuity Is dependent on 
how broadly or narrowly one defli s antecedents or precursors. Watt 
Anthony. Wynne, and Rolf (1984) retrospectively studied the childhood 
school records of persons diagnosed with schizophrenia as adults. The 
main findings Included poor interpersonal skills, which differed by 
sex: preschlzophrenlc boys were aggressive and emotionally unstable, 
whereas preschlzophrenlc girls were more often withdrawn and 
isolated. However, these characteristics were noted In only half the 
individuals who later became schizophrenic. 

Follow-up studies of children referred for treatment of another 
disorder indicate that those who later became schizophrenic manifested 
limited antisocial behaviors (not directed outside family and 
acquaintances), were not affiliate*! with antisocial peer groups, and 
were described as having depressive, :*orrying. overly dependent 
behavior (Robins. 1966). Other studies have identified a premorbid 
course of social isolation and odd behavior, which was associated not 
with shyness but with active rejection by the peer group. In children 
who later developed schizophrenia (Rutter. 1984). 

Most studies of the effects of parental mental disc der on 
children have been designed to study the relation of a single family 
risk to a single child outcome, for example, to associate a mother's 
dlAgnosls of schizophrenia with similar characteristics In the child 
However, stronger continuities are found when multiple parental 
characteristics are studied In relation to general measures of 
childhood problems. In a longitudinal study comoarlng preschool 
offspring of schizophrenics with those of women with other mental 
disturbances, It was found that the specific mental disorder diagnoses 
of the parent contributed little to the child's outcome. Much more 
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predictive were general factors such as social class of the faally and 
the severity and chronic nature of the i>arental Illness, regardless of 
diagnosis (Saneroff, Selfer, Zax, and Barocas, 1987). Studies that 
are using more coiq>llcated Interactional models are illuainating this 
complex problem of schizophrenia etiology. In a Finnish study of 
adopted offspring of schizophrenics, the occurrence of schizophrenia 
was much more frequent in those who had been raised in adoptive 
families exhibiting significant psychopathology (Tienari et al., 
1987). Such studies enqphasize that continuity or discontinuity of 
outcome is determined by the pattern of risk and protective factors in 
the development of the child rather than by rny Isolated 
characteristic of the child. 



The Costs of Childhood Mental Disorders 

The magnitude of the problem of childhood mental disorders is only 
partially reflected in epidemiological data about prevalence and 
incidence of disorders. Substantial evidence suggests that many 
childhood disorders extend Ir.to adulthood either because of their 
chronic course or because of their adverse effects on the child's 
development (Kazdin, 1989). Moreover, enormous financial and social 
costs can be associated with mental disorders in children and 
adolescents. 

The costliness of a birth defect with neuropsychiatric conse- 
quences, fetal alcohol syndrome (FAS), has been explored in a 
comprehensive study by Harvood and Napolltano (1985). The authors 
found costs related to both the physical and the mental aspects of 
FAS. In addition to direct treatment expenses associated with mental 
lmpaln)»ent, there are costs associated with special services (such as 
special education) and indirect costs associated with lost 
productivity due to limitations on the children's ability to function 
In society as adults. They concluded that, as of 1980, the total 
lifetime cost of FAS would average $596,000 per child. 

In studies such as those by Harwood and Napolltano (1985), direct 
costs are documentable expenditures for real goorls and services such 
as treatment costs and health services. Relevant nonhealth 
expenditures, such as special education, child welfare, and criminal 
justice services, may also be calculated in direct costs. Indirect 
costs, on the other hand, reflect the estimated loss of potential 
productivity due to illness, handicap, or premature death. The 
intangibles associated with an illness (for example, the emotional 
cost to siblings and the family system) are often mentioned but rarely 
analyzed because of the difficulty of quantifying them. 

Maxty of the more severe childhood mental disorders can last a 
lifetime, and the costs of these disorders should be figured 
accordingly. However, there is a lack of systematic research in this 
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area. Studies are needed to determine the true magnitude of these 
costs so that sufficient resources can be allocated for research and 
services . 



Direct Costs 

Health-rcUted Oftsts According to a forthcoming national study on .-he 
economic costs of alcohol, drug abuse and mental illness for 1985 
(Rice, Kelman, and Dunmeyer, in progress), direct costs ware over- 
jmelaingly the costs of providing treatment for mental disorders 
Only a snail proportion of the total represents the costs of services 
m settings such as prisons and schools. The costs reported in this 
study were estimated from the records of hospitals and clinics and 
from surveys of physicians and other mental health providers. 

The results of the Rice et al. (in progress) data indicate that 
the cost of direct treatment for mental illnesses in 1985 was $35 
billion for all age groups, with at least $1.5 billion attril ated to 
direct services for children primarily age 14 and under (costs of care 
for adolescents age 15 to 18 are largely unrepresented in this 
tigure). This figure of $1.5 billion underestimates the direct costs 
of mental illness for children 14 and under, for several reasons. 
First, there is considerable evidence that mental health services are 
unavailable for a majority of children in need of treatment (see 
Knltzer. 1982; Saxe. Cross, and Silverman. 1987). The Office of 
Technology Assessment (1986). for example, estimated that the number 
of children and adolescents receiving some form of treatment is 
probably in excess of 2.5 million, with approximately 5 million more 
in need of mental health services. 

Second, many children and adolescents who receive treatment for 
mental disorders through physicians' offices, hospitals, child 
guidance clinics, schools, and community centers are not "counted " 
The majority of all diagnosed mental disorders in children and adoles- 
cents are probably treated by mental health professionals such as 
nonpsychiatric physicians, social workers, and educators working in 
nontraditional settings (OTA. 1986; Tuma. 1989). Not surprisingly 
costs of treatment vary greatly, depending on who provides the service 
and in what setting. In many instances, insurance coverage adds to 
the confusion, because nearly all policies in this country have 
markedly more limited coverage for mental than for physical disorders 
which may distort the kinds of diagnoses being made (Select Committee 
on Children. Youth and Families. 1987). 

Finally, mental disorders do not exist in isolation from other 
disorders that affect children, such as alcohol and drug abuse or 
chronic physical disorders, so efforts to separate the costs associ- 
ated with mental disorders alone can only he approximate. What is 
clear is that the costs of treating these probleas place a substantial 
burden on both families and society. 
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In an effort to shed aore light on this issue, the Institute of 
Medicine comnissioned « study to compare the treatment costs of mental 
disorders with the treatment costs of physical disorders among a 
population of children and adolescents who were dependents of 
employees of a major manufacturing company in the North Central 
states, \ising available data from 1984 through 1986 (Hr^lth Data 
Institute, 1988). The results are given below, not as definitive 
statements of the acttial costs of childhood mental disorders, but as 
an illustration of the kinds of analyses needed in this area. 

The analysis was based on claims filed with the company's primary 
health insurance plan. Of the total of $16.7 million spent on 
hospital inpatient care for all pediatric admissions, $2.7 million (16 
percent) was for mental disorders among children age 18 and under. 
The total cos-s of outpatient pediatric care in physicians' private 
offices were $4.9 million, of which about $1 million (23 percent) can 
be attributed to care of children and adolescents with mental 
disorders. 

These data are an underestimation of the true costs for this 
population, because there is a 20-day limit on the length of stay for 
each hospitalization for mental disorders, and office^based care is 
limited to 25 visits per year for mental health services. Also, these 
insurance data do not include outpatient mental health care provided 
by non-physicians such as inrlependently practicing psychologists and 
social workers. 

Although the results of this analysis cannot be considered 
representative of the nation, they do suggest that childhood mental 
disorders serious enough to require treatment can result in costs 
comparable to those for physical illnesses in children. This analysis 
also suggests a strategy- -that is, comparison of the costs of mental 
and physical disorders- * for Cemonstrating economic costs of childhood 
mental disorders. 

Another strategy for demonstrating the costliness of childhood 
mental disorders is to compare treatment costs or length of hospital 
stays for children with those of adults. Available data indicate that 
in 1986 children under age 18 accounted for 12 percent of all 
psychiatric hospital days, while adults accounted for 88 percent 
(Manderscheid. 1989). This 12 percent figure does not fully reflect 
the magnitude of the problem of severe childhood mental disorders, yet 
factoring out the costs of these disorders remains elusive. 

Non-health-related Costs Non-health- related costs contribute 
significantly to the burden of childhood disorders. Social systems 
such as the educational, child welfare, and juvenile justice systems 
are also responsible for providing needed services for disturbed 
children and adolescents. The prevalence of childhood psychopathology 
within these systems ami the cost of these services provide important 
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Infornation for understanding the social costs of childhood mental 
disorders. A brief discussion of the potential costs of providing 
care to children with aental disorders within sach of these systems 
follows (OTA, 1986; Tuaa, 1989). 

It is estimated that during the 1985-86 school year, only 377 000 
Children and adolescents with serious emotional disorders were * 
receiving education or related services through the nation's 
educational system under Public Law 94-142, The Education for all 
Handicapped Children Act (Select Committee on Children Youth and 
Families, 1987). The direct cost of educational services for 
seriously disturbed children and youth varies by state. According to 
I i '^•P*'^'^*"^ of Education (Moore. Strang, Schwartz, and 

^Jon/ P*"" student ranged from $5,400 to 

$6; 204 for the 1985-86 school year. In addition to expenses 
associated with educating children with mental disorders, social costs 
should be calculated in terms of the lost learning potential caused by 
the impairment. Even if the debilitating effects of the disorder 
could be reduced with treatment, there are indirect costs related to 
interference with age -appropriate functioning and with future 
development and skill acquisition. 

The child welfare system in this country is composed of a numbar 
of social services to assist families in need or to protect children 
in dysfunctional family situations (adoption, foster care, child abuse 
and neglect protective services, and so on). More than 500.000 
children under the age of 18 are living in cut-of-home placements 
through the child welfare system (Knitzer. 1982). Although an exact 
figure is not available, a great many of the children placec* in 
protective custody through the child welfare system are in urgent need 
of professional help for mental disorders. However, it has been 
estimated that, of the 270.000 children currently in foster care, 
about 85 percent do not receive adequate mental health treatment' 
(Tuma. 1989). 

I" }985, more than 49.000 children were held by t) e Justice system 
'oaS^ J"""*"^^* facilities in this country (Flanagan and Jamieson. 
x988). and many thousands are in adult facilities as well. According 
to a study on the need for mental health services for children and 
adolescents (Knitzer. 1982). state data suggest that 30 to 58 percent 
of incarcerated juveniles have at least one mental disorder. The 
average cost of care for an incarcerated juvenile for one year ranged 
from $15,200 to $66,100 in 1984. depending on the state; the average 
per person cost was $25,200 (Flanagan and Jamieson. 1988). Since a 
significant number of children with serious emotional or behavioral 
problems end up in the juvenile justice system, these expenses are an 
important part of the social costs of child and adolescent mental 
disorders . 
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Indirect Costs 



An apprsclation of the indirect costs of childhool Mntel dis* 
orders is also inportant to an understanding of the economic burden of 
these disorders* Indirect costs are principally those related to lost 
earnings due to norbidity or preaature death » and estliating then for 
children and adolescents is particularly difficult* For wont age 
groups » the indirect costs associated with illners are the sore signi- 
ficant component of costs. Thus, for exanplet it is relatively easy 
to estit^te how nuch a 30-year-old worker would have earned had he or 
she not b^en hospitalized* For children and adolescents » lost school- 
ing and developsental delays do have future costs, but chese are 
ustially difficult to quantify* 



Cost to the Fanily 

Finally, it should be noted that the intangible social costs of 
child and adolescent mental disorders are not included in estimates of 
direct or indirect costs. The latter do not include, for example, the 
impact of the disorder on other members of the family* In the case of 
some severe disorders, it is necessary for a potential wage earner to 
stay home to care for the child, and the family life of siblings and 
others revolves around the needs of the disabled child. 

A key difference between children and adults is the extent to 
which families must bear the financial brunt of costly illnesses. 
Most families elect to keep even the most seriously disabled child at 
home as long as they can, and even those who feel ill equipped for the 
responsibility may find they have no real choice. For example, 
Blrenbaum and Guyot (1988) recently described a survey of families 
with an autistic child. They found that, despite the severity of the 
disorder and the degree o.^ impairment of the child, autistic children 
were less likely than other children to be covered by private health 
insurance; for those covered. Insurers often provided no or markedly 
limited coverage. 



Conclusion 

The burden of iiiness for the child, the family, and society Is 
difficult to quantify, largely because the information needed to 
calculate personal and social costs has not been collected. Moreover, 
even the direct costs of treating childhood mertal disorders proved to 
be impossible for the committee to estimate with confidence. Although 
the committee was able to obtain mental health care cost estimates for 
children 18 and under from a regional analyslj of treatment costs done 
soecLfically for this study, and for children 14 and under from a 
fort^^coming national study, such estimates cannot support definitive 
statements on the direct treatment costs of these disorders. It is 
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not possible to generalize beyond the ssaple for the regions! ists, 
and the nstionsl estinstes do not include aost of the costs associated 
with treating 15- to 18-year-olds. 

Estiaating direct treatment costs is difficult because available 
data are not arrayed in relevant age categories for either mental 
health care or general health care. Existing national data on mental 
heiltV care costs » and on many other aspects of health care, are 
subdi\.ded for -children" under age 15, with older adolescents 
classified as young adults- -an age break that does not fit well with 
conventional views of childhood. Much more meaningful subdivisions 
would be prepubertal children, perhaps to age 10 or 11, and 
adolescents age 11 to 18. Detailed data for each year would be even 
more appropriate, so investigators could combine relevant age clusters 
as necessary. 

The increasingly precise cost estimates becoming available for 
adult mental disorders strongly suggest that similar information could 
be gathered for children; however, gathering data on childhood mental 
disorders presents special problems. More detailed health services 
research on which children with mental disorders are being treated, by 
whom, and where; of insurance coverage patterns and their effects on 
treatment; of the immediate and long-term effects displacing health 
care costs onto families; and of other aspects of costs would provide 
a much-needed context for decisions about the care of the nation's 
mentally ill children. 



RESEARCH PROGRESS 

Knowledge about classification, course, and atcome of the mental 
disorders that afflict children has grown considerably over the past 
decades. Clinical researchers, often with special training in 
epidemiology, have been in the forefront of this effort, but much work 
remains to be done in defining and assessing these conditions, 
characterizing their natural history, identifying risk factors, and 
delineating variables of prognostic importance. 



Classification 

An adequate classification system is a prerequisite for advances 
in all areas of investigation of child and adolescent mental 
disorders. The system must be reliable enough that different 
investigators can assign the same children to the same diagnostic 
category. Scientific communication concerning these conditions is 
impossible otherwise. In ad'^ition, thi* classification system must be 
valid. Each category should be discrete, and when children are placed 
in a particular category it should r;bnvey information not only about 
the symptoms of the children in question, but also about the etiology, 
natural history, and response to treatment of their disorder. 
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Two general approaches are currently being taken to the classifi- 
cation of chilohood mental disorders. One, teraed the clinical- 
categorical Mthod, is based on clinicians' judgMnts about what 
groups of synptoas constitute specific disorders. Two examples of 
this approach are the DSM*III-R (American Psychiatric Association, 
1987) and the International Classification of Diseases (ICD-9-CM; 
Conunission on Professional and Hospital Activities, 1978). In the 
former, committees have developed lists of descriptive criteria to 
define diagnostic categories. A disorder is defined mainly in terms 
of the list of features plus a cutoff that specifies the number of 
these features that tLJiSt be present to justify a diagnosis. In the 
IC0-9-CN, narrative descriptive definitions of disorders were 
developed on the basis of input from mental health professionals 
throughout the world. The ICD-10 (which is now nearly complete) 
follows an approach similar to DSM-III-R in that it offers explicit 
diagnostic criteria. 

The second general approach, called the empirical -statistical 
model, derives syndromes from multivariate analyses of data on large 
samples of children receiving care (Achenbach, 1985; Quay, 1986). 
Syndromes are determined by scoring the number and intensity of 
descriptive features (or **symptoms'*) reported for a child. The 
empirically derived syndromes can also be used as a basis for 
identifying specific categories of disorders by specifying the cutoff 
scores that have been found to discriminate effectively between 
children receiving care versus those in the general population. When 
cutoff scores are used to make categorical distinctions between the 
normal and clinical ranges, this empirically derived model becomes 
<;tructurally similar to the categorical format of the DSM-III-R. 

Analyses of data on more than 8,000 children have replicated 
several empirically derived syndromes, most of which have approximate 
counterparts in DSM-III-R diagnostic categories (A:henbach, Connors, 
Quay, Verhulst, and Howell, 1989). Research has also shown 
consistencies between empirically derived syndromes and quantified 
versions of some DSM syndromes (Edelbrock and Costello, 1988). 

The complexity of childhood disorders is also reflected in the use 
of multiaxlal systems of classifications, as in DSM-III (American 
Psychiatric Association, 1980) and DSM-III-R. These recognize that it 
Is not sufficient to indicate simply the principal diagnosis. 
Clinicians are also called upon to identify developmental disorders 
and physical ailments, as veil as to indicate the child's highest 
level of adaptive functioning and record the level of psyciosocial 
adversity the child has been exposed to during the past year. In 
clinical practice- -and in much research- -special attention must be 
paid to the context in which a child's problem occurs. A classifica- 
tion system that focuses only on the child's symptomatology will not 
capture contextual variables (in the family or school environment, for 
example) that are so important in determining outcome. 
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Dcsplttt th* dlff«r«nc«« in pftr«p«etiv« toMtlMt adopted by 
dlnifeisM »ad r«a«arch«r«, tubtUntial progrcas has b«an uad» in 
davtioping r«ll«bl« cl«««lflc«tlon syatMM for child and adolaacent 
■•Dial dlaordara. Nona of tha axiating ayataM ia nholly adequate, 
l^var. SoM diagnoatic grouplnga ACa wall aatabllahad and uaaful, 
nhtla data on othera are lacking. Continuing invaatMnt in tha 
claaaification and aeaaureMnt of diaordara ia needed in order to 
diatiagutah categoriea that are aaaociated with apecific etiologiea. 
natural htatoriea, and reaponaea to treataent. 



Aaseaaaent 



Claaaification of diaordera ia doaely tied to atrategiea uaed to 
aaaesa the preaence of diaordera, and aaaaaaaent ia very auch a natter 
of the available inatnuMntation. To advance efforta in thia ar«>a it 
1» neceaaa.7 to undeiatand the apecial challengea involved. Iheae 
challengea atea to a large ejttent fro« the relative nevzieaa of 
reaearch deaigned to identify childhood diaordera. The following 
factora represent diatinctive problema in aaaeaaing theae diaordera in 
children. 



1. The extent to which children manifeat clear-cut 
diaordera of the aort Inplied by aany adult diagnoatic 
categories is not yet known, but there la increaaing 
evidence that avmptoaatle nlctur*« < n elilldr^n r^p^■«.>»^ 

CQBDlex enfiriea th^ti would h* •^p^g ted fro« « 
iimPlt downward extrapolation of ^A.]t di.arH^r* It is 
laportant that reaearch diatingaiah aaong londitions 
that involve the following kinda of deviation from 
developaental expectationa: (a) extreae veraiona of 
behavior that night be con«idered nonwil in leca extrente 
degrees or at other agea; ^fa) a greater variety of 
problems than expected Zor the child's agf and aex; 
(c) problem behtvior acroaa more aituationa than ipost 
children manifeat; and (d) greater than average 
interfere' -.e with development and competence. 

2. Few children seek mental health aervices for themselves; 
rather, they are brought because adulta decide that help 
ia needed. Therefore, dlaynoatle assessment. ^i*t 
include data from adult <nf»r««nty, 

auch as parents and 

teachers . 



3. Although parents, teachers, clinicians, and other 

observers can provide valuable and reliable data about 
children's functioning, the modest agreement found among 
informants indicatea that no two tnformanta ^re likely 
, tg prgvide exactly the same djii:* (Achenbach, McCcnaughy, 
and Howell, 1987). 
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4. Because children are so dependent on their families, 
stresses and Issues . 



Desp^ce these problems In assessing children, considerable 
progress has been made In the measurement of child and adolescent 
psychopathology over the past decade. Comprehensive semis tr\ic tared 
and stiructured Interviews that are acceptably reliable have been 
developed, and screening Instruments that are capable of 
discriminating between deviant **nd normal children have been 
standardized on large populations and are in widespread use. A random 
inspection of the journals reporting research on child mental 
disorders in the late 1970s would show that the use of standardized 
irstruments was the exception; it is now the r\ile. 

In a recent overview of diagnostic instniments for establishing 
rates of psychopathology in various groups of children, Gutterman, 
O'Brien, and Young (1987) reviewed five structured interview 
schedules. These are, in chronological order of their development, 
the lay-administered Diagnostic Interview for Children and Adolescents 
(DICA; Herjanlc and Campbell, 1977; Herjanic, Campbell and Reich, 

1982) ; the clinician-administered Kiddie-SADS for current 
psychopathology (K-SADS-E; Orvaschel, 1985); the lay-administered NIMH 
Diagnostic Interview Schedule for Children (DISC; Costello, 

1983) -recently revised by Schaffer et al. (DISC-R; 1988); the 
clinician- administered Child Assessment Schedule (CAS; Hodges, Kline, 
Stern, Cytryn, and McKnew, 1982); and the clinician-administered 
Interview Schedule for Children (ISC; Kovacs, 1985b). These 
diagnostic instruments vary in organization, diagnostic coverage, and 
definition of concepts such as "current" and "severity." Considerable 
information is available on reliability and on discrepancies between 
parent and child reports. Data are lacking, however, on the 
usefulness or validity of the resulting -diagnostic categories. 
Gutterman et al. (i.987) concluded their review by recommending that 
these instruments not be viewed as discrete entities, but rather as 
containing sections that might be more or less relevant for different 
hypotheses . 

A second approach that has enjoyed widespread use is that of 
symptom inventories. Many of these are available for assessing 
children in different age ranges. Rlchman's preschool behavior 
screening questionnaire (BSQ; Rlchman and Graham, 1971) was developed 
for three-year-olds and has been widely used in England and the United 
States. Several checklists have been developed for school-age 
children, including the Langner Scale (Langner, Gersten, McCarthy, ^ id 
Eisenberg, 1976), the Conners Parent Rating Scale (Conners, 1970), the 
Conners Teacher Rating Scale (Conners, 1969), the Child Depression 
Inventory (CDI; Kovacs, 1985a), the Rutter Parent and Teacher forms 
(Rutter, 1967; Rutter et al.. 1970), the Child Behavior Checklist 
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(Achenbach and Edelbrock, 1983) , ani the Perceived Conpetence Scale 
for Chi dren (Barter. 1982). The latter instrument includes items 
reflecting both social competence and behavioral symptoms, and 
normative data for different age groups are available. Such 
instruments are particularly useful not only in screening children, 
but also in monitoring symptom changes. 

Similar advances have been made in the development of specialized 
assessment techniques for monitoring the natural history of specific 
disorders and determining the efficacy of treatment. Examples include 
Uie Children's Psychiatric Rating Scale (Fish, 1985), the revised 
Children's Depression Rating Scale (Poznanski et al., 1984) the 
ChilAood Autism Rating Scale (Schopler, Reichler, and Renner, 1985), 
and the Tourette's Syndrome Global Seals (Harcherick, Leckman, Detlor 
and Cohen, 1984) . 

In addition to improvements in the measurement of .symptoms and 
dis rders, there have been advances in the measurement of other 
aspects of the child's life Examples include a semist tured 
interview measuring social adjustment, which is desigi o be 
completed by a child or adolescent as a self-report or jy a parent 
about a child (John, Gammon, Prusoff, and Warner, 1987), and a 
questionnaire to be completed by teachers which focuses on the social 
behavior of pupils (Weir and Duveen, 1981). 



RESEARCH RECOMMENDATIONS 



A diversified portfolio of research initiatives is needed not only 
to expand the body of sclent: fic knowledge about mental disorders of 
childhood, but also to heighten society's awareness of these disorders 
and the enormous social costs they entail. Some of the most pressing 
needs are: (1) broad methodological studies of some of the most vexing 
problems of classification, case definition, integration of data from 
multiple informants, and assessment of young children; (2) efforts to 
develop an accurate, up-to-date community prevalence database on these 
disorders; (3) innovative studies of risk and protective factors as 
they relate to specific disorders; (4) research on the prevention of 
violent behavior; and (5) research centers in child psychiatric 
epidemiology. 



Improved Methodology 

Three measurement problems that require the immediate attention of 
researchers in child mental health are (1) lack of knowledge about 
factors that influence respondents' judgments of emotional and 
behavior problems of children; (2) low agreement among informants; and 
(3) the difficulties associated with assessment of young children. 
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Reports of persons important in the child's life, such as parents 
and teachers, are valuable sources of information in assessing the 
child; however, data on variables that affect the responses of these 
persons are lacking, and there is a ^ aed to evaluate the usefulness of 
information provided by informants in different contexts. 

Parents' reports are a much-relied-upon element in assessing the 
child, and they are essential for assessing observable behavior that 
varies across situations or that is not public. Many features of 
child psychopathology meet these criteria. A major issue is to what 
fcxtent parental psychopathology affects the reports of parents about 
their child's behavior. It has been found that disturbed parents tend 
to report higher levels of child psychopathology (McGee, Silva and 
Williams, 1983). There is some evidence, for example, that previously 
depressed parents are more in tune with mood changes in their cnildren 
and that their evaluations of mood more closely match their children's 

elf evaluations (Angold et al., 1987). It could be, however, that 
symptoms In both the parent and the child may reflect the action of a 
third factor (genes or environment). Data are clearly needed about 
the magnitude of the effects of parental psychopathology on the 
reporting practices of parents and the mechanisms involved in 
producing these effects. 

Other issues are reflected in findings that retrospective data 
provided by parents are often unreliable, that fathers tend to report 
less disorder than do mothers, and that parents are generally poor at 
describing their own behavior, particularly aspects of parenting 
behavior that are contingent upon the child's behavior (Earls, 1980; 
Block, Block, and Gjerde, 1988). Newer assessment instruments for 
parents employ more structured, concrete procedures, such as diaries 
and Q-sorts (Block et al., 1988). Awareness of these strengths and 
limitations is essential for the selection, downward extension, or 
development of assessment tools, and research in this area needs to be 
encouraged. 

Child assessment methods used in research rely more heavily than 
adult methods on information from multiple informants, typically the 
child's parents, teacher, and the child himself or herself. Yet many 
studies show poor agreement among informants (Gould, Wunsch-Hitzig, 
and Dohrenwend, 1980). These differences may arise because the 
behavior is situation-specific, because parents and children may have 
different attitudes toward reporting thiP3S that reflect badly on the 
child, because parents and children differ in their understanding of 
behavioral term.s, and because parents and teachers differ in their 
experience of normative behavior and, as a result, in their 
determination of abnormality. 

Strategies for dealing with these problems include: (1) melding 
information, that is, giving value to any positive rating, regardless 
of source; (2) giving priority to the child's report of internal mood 
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SfrS^hWl problems; (3) avoiding any 

hierarchical Judgnent. instead assigning a confidence rating to each 

'° «»°""^ °f agreement among obsfrJers and 
coib?nr"""'^« disorders as informant -specific and no? atte^^t^g to 

informants and sources it ^ 
J ; ^f" advantages and disadvantages to ea. of these 
methods, but there is a need for considerably more research in this 

10^ J^^*""^'"^"^ of psychopathology in the young child (under age 
10 is important for the field of child psychiatr? because there is 
evidence that a number of significant disorders are first manifested 

fv^nfbS for;e°'- * °^ ins™" fr ' 

available for measuring cognition, intelligence, and language there 
are reUcively few adequate methods available t^ assess p^Lpath" 
logy or socioemotional functioning (Achenbach, 1988; HarJe^! 1982) 

ahnJJ? ''^^^'^'^ ^^■"^^^'^ expressive and receptive language 

plis ^f 'aJ^of ""r- ^° ^^^"^^ ^" tiL.'umited 

?hroi^h ^>,! ^ ' "Strict. -i vocabulary pe.sist in some form 
through the age of seven. Given th-e limitations, there is a real 

Zllt^ '^''"'''^ self-perc;ptJ:n:. LLries 

feelings, and reported behavior can be reliably assessed through 

lll^'llTi'l- ^' understand words denoting 

m?^j!M? "'f " """^ "believe- or "wish"; they aay ^ 

c^cS? 1 ^^^""'"f^ sequences and associated causal linkages that are 
crucial in the evaluation of the adult or adolescent. All of this can 

in ^^rSrationf":"" ^'^'"'^ "^^^^^^ ^° '-^^ «^P-- 

in time (duration) , to express accurately their severity or frequency 

Umited"^ * cause-and-effect interpreLtLn ' 

under the a« of "n''^: ^^-^niques aSong children 

Til 1987? J;l '"^"'^ "P^'" unreliable (Achenbach 

!^"u finding poses a challenge to instrument 

development, because although othrr observers (parents teachers or 
;:nr accurately describe a child's external beha^tor.' they 

f:ru:g:'(5:jt:r^9i2r''''" 

r*no°J''"^.°''"r*''^°"' "^^^^ Obviates some of the problems of 
reporter bias is very popular among persons studying young children 
Jor^ J'T "u^L""**'" °' behavioral assessment of children, 
n^^^^n^^ B^idgewater. Hickory, and Sweeney (1980) found that over 70 
nlllT^ °^ observation. Barton and Ascione 

cJudLn^^r^ observation is especially usef.l with very young 

llllT'T A ^"^P^^J^-^ "here the contextual determinants of Le ^ 
child s moods and actions (usually maternal behavior) are of 
interest. This technique poses many problems, however. Mrst it 
does not address, any more than a parent or teacher report can' the 
assessment of the child's subjective state. From a prSctLarpoJnt of 
view, decoding and rating videotapes is a slow and expensive process 
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There are few data on the reliability or short-term stability of 
direct observatioM, which are obviocily sensitive to short- tern 
changes in state, *ind these problems are probably reflected in the 
finding of generally poor agreement between direct observation of 
child behavior and parental report (Mash and Terdal, 1981). For these 
reasons it is important chat priority be given to measurement research 
that will allow the investigator to obtain and code, systematically 
and reliably, subjective information directly from younger children. 
Direct evaluation of the mental status of the young child should not 
be written off as beyond current technology. It is a common 
experience that the emotions, perceptions, and reflections of a young 
child can be discerned by adults with surprising sensitivity and 
accuracy. However, the task of transferring these observations into a 
reliable methodology remains. 



Development of a Community Prevalence Database 

The long*awaited objective of providing a comprehensive and 
detailed picture of the prevalence of adult mental disorders in the 
community has been achieved through the NIMH Epidemiologic Catchment 
Area study (Eaton et al., 1986). The success of this coordinated, 
multisite study has gone far beyond expectations. Not only has it 
produced precise estimates of the prevalence of specific mental 
disorders for various geographic areas in the United States, but it is 
having a major impact on the development of classification schemes and 
methods of diagnosing adult mental disorders throughout the world. 
This landmark protect presents an imposing model for studying the 
scope and magnitude of mental disorder in children over the next 
decade . 

Because research on child mental disorders has not reached the 
level of scientific maturity attained by research on adult disorders, 
launching a large-scale community prevalence stud^ of child mental 
disorders similar to the ECA would present special challenges. 
Several of these have been outlined already (the changing definitions 
of what is normal and abnormal a? children aevelop, the problem of 
resolving discrepancies among informants, and the liiaited capacity to 
assess young children directly), but none is more important than case 
identification. Two critical problems are unresolved: (1) the extent 
to which children identified in community surveys represent true 
clinical cases, and (2) the degree to which identified children or 
their parents would accept services if they were offered. Implicit in 
both questions is a concern about the extent of agreement between 
research* driven definitions of disorder and the perceptions of illness 
held by parents, teachers, and children themselves. 
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""^^ current thinking on these and other issues in 

c^Xm^!* ^r*"^ investigators* actively involved in 

conducting comunity prevalence studies were contacted and asked a 
serxes of questions about problems inherent in the case identification 

Sratir^r?!'? P'^?^*'^"-'- ^'^^^ '^•""^^^'^ prevalence ' 

«lltl\ A'i ^'^^^^^] *«f'^«gation and associated iin>ain.ents of child 

^selL?e« '^""•"^ ^" ^'^'^i^^io". the 

uH??r^t "^l information on the need for treatment aAd 

utilization of services among children identified as having a 
disorder. Their responses were helpful in reviewing methodologies 
currently used in child psychiatric epidemiology and in evaluafinj the 
preparedness of the field for a large-scale, mStisite community 
preval«nce study. After these ongoing studies are completed, in the 

?Sf mSt ^rr'/T^*^ important issues will remain to be addressed. 
The most salient of them are discussed below. 

of owffi ^l!? "^"i°"«hip between symptoms and impairment is in need 
of clarification. Of particular interest is the need to calibrate the 
number and severity of symptoms against associated impairments. It i« 
commonly thought that symptoms of a disorder lead to impairments and ^ 

other. Yet it is possible for children with many symptoms to have 

«?Jn.JT'"^J'°.°^'?'^'" performance, for example) 

and for significantly impaired children to have few symptoms. 

c,,. ?fr"ij ^""'^^'^^s uncertainty remain about the duration of 
llTAirl'' t /""^"tly, information is often insufficient to 

spolJl^X' ' °^ ""^^ 

Ai. I^^"*^' iniportant to determine the extent to which certain 

disorders that appear to be very similar are indeed discrete 
conditions. This applies both to the disruptive behavior disorders 
and the anxiety disorders covered in DSM-III-R. 

Fourth, more data are needed on comorbidities in order to clarify 
r?L^f' phenomena reflect the expression of multiple 
risk factors versus inadequate definition of syndromes. 

1^*^! scientific goals that should be incorporated Into 

the design of a large-scale, multisite prevalence study. The most 
Is^noU^^°^^^!^" '^^"'P^hensive assessment of the risk factors 

associated with specific disorders. Parental mental disorder is one 
of the most impor tant of these risks. Research using clinical samples 

if 

The investigators contacted w^ re David Of ford, McMaster 
University; Patricia Cohen, Columbia University; Hector Bird, Columbia 
University; Terrie Moffitt, University of Wisconsin; Gwendolen Zahner 
Yale University; and Thomas Achenbach, University of Vermont. 
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indicates that some types of disorders aggregate in families. An 
examination of the familial clustering of parent and child disorders 
as a component of a community prevalence study would be an important 
contribution to research; however, it would require interviewing 
parents about themselves as well as about their children. Thus a 
large-scale community -based study of children would be more complex 
and expensive than a comparable study of adults. 

Other indicators of risk should be considered. Some would be 
useful in identifying high-risk segments of the population for further 
study (for example, children whose parents are on welfare and children 
in foster care), while others would be important because of their 
contributing role in causing disorders (for example, the presence of 
marital discord, harsh and inconsistent discipline, head injury, or 
drug use). Such studies could ideatify modifiable conditions that 
might be included in preventive intervention trials. 

A major, populition-based epidemiological study of child mental 
disorders has the unique ability to address theye issues. Neither of 
the two main alternatives- -namely, studies of children receiving care 
or population-based symptom studies- -is suitable. Clinic-based 
studies may introduce unsystematic distortion:;, sucr as parental 
morbidity or comorbidity. Symptom-based studies, no matter how 
excellent their sampling frames or techniques, do not address the 
diagnostic entities of central concern to clinicians. 

Two initial steps should be taken in preparing for a large-scale, 
multisite community prevalence study. First, the goals should be made 
explicit. They would include scientific goals, some of which have 
been outlined above. Others could be specified, such as data on the 
course of disorders; this would necessitate the introduction of a 
longitudinal component to the study. Such a study should also address 
selected administrative or policy issues. Examples of these include a 
determiration of the need for different types of ser.'ices for the 
diagnosis and treatment of child mental disorders. Any regional 
differences in need could also be identified. Further, the usefulness 
in needs assessment of social indicators collected routinely in the 
census (for example, economic ^nd family status) could be explored. 
The goal would be to show that these readily available data can be 
used successfully in estimating the need for children's mental health 
services (National Institute of Mental Health, 1988). Such 
information would have implications for future monitoring of the need 
for services by children with mental disorders. 

The second step that should be taken before a multisite, community 
prevalence study is launched is preparatory studies using the 
assessment instruments. One strategy would be to conduct one or more 
multisite case -control studies. In these studies cases would be 
selected from a child mental health service, and the controls would be 
randomly selected from the same community. If several centers were 
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involved and the patient groups were sufficiently large, the results 
sJnce^M.'"*^"' addressing all of the issue.'^.entWd abJ" 
ci^S?. ^" tradition of carrying out case-control 

ch??d L:^ij\!if th"" ^'^T'^,,'' d"i«n and assess-ent in 

for a this strategy is scientifically prudent. 

rllflJT^ reasons. Conbining a clinically referred sample and ; 

cuScil^'Zirrrr'*'^' population fro™ which the 

Clinical saaple had been drawn would be useful in estimating the types 
of biases influencing help- seeking. Estimates of base rate! for tS 
most common disorders could be made from the controls, while the 
i^lTZl I *"^"»ent instruments for measuring disorders, associated 
ijpairmei.ts, and correlated risk factors could be determined for 

^ co"L:f""''"? '^"^ treatment. Comparisons" "een cases 

and controls on these measures would help clarify the factors 

SceSlJ"^ treatment from those needing care but not 

A coordinated, multisite epidemiological study of children's 
mental disorders would provide important information, national in 
scope on service needs, and it would ensure wider recognition of the 
c^^S^Vf.'^' -hild^-^n's «ental disorders . ^HoweJerf the 

ZliTtl l^t 1" '^'f/"^ ""'^^ * "*ti»"«l prevalence study 

w?n . ?/*^r ^^r^ll- well-reasoned steps, which in themselves 
It I ^ ii "i«"tl""lly valuable information and practical knowledge 
that could be useful in planning future service neeSs. Thus. ^ 
connminity prevalence studies, conducted in several locations 

deve?S;"^^ appropriate at this time to 

develop the methods and procedures necessary to the future 
implementation of a large scale mt:lti.cite study in this area. If one 
large-scale epideraiological study were to be done premature^ at the 
expense of other much-needed preparatory research, it wouL be a 
disservice to the field. 

Research on Risk and Protective Factors 

and nrnS^^^** ^J^" emphasized that identification of risk factors 
and protective factors and the mechanisms by which they produce their 
effects are extremely important goals. Such research requires 
measures that are as reliable and valid as the measures for 
psychopathology. Although a detailed discussion of the status of 
instruments for assessing risk factors is beyond the scope of this 
^7111: l^f ' T''' ^'"^ assessment of risk Lctors is at 
this area ^""^ ^ °^ development as diagnostic instruments in 

Research on Antisocial and Violent Behavior 

deatC^"rfi?rf ^^^f f °f 15 and 24, more 

deaths result from homicide than any other cause, including 
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unintentional injuries (accidents), suicide, heart disease, and cancer 
(Gulaid, Onwuachi-Saunders, Sacks, and Roberts, 1988). Further, 
homicide rates for young Black males are 5.5 times those for White 
males in the same age group. Few public health problems are more 
urgent. Epidemiological studies of homicide and comnunity-based 
trials of interventions designed to reduce violent behavior lag far 
behind efforts in other areas. NIMH should be encouraged to augment 
efforts to stimulate and support research on the prevention of 
violence. 



Establishment of Centers in Child Psychiatric Epidemiology 

The establishment of federally supported research centers in child 
psychiatric epidemiology would be an important strategy to advance 
knowledge and training. Such centers would be places where issues 
related to the scope and magnitude of mental disorders in children and 
adolescents were addressed from a public health perspective. This 
perspective includes a concern for how policies are determined and 
evaluated, measurement of the direct and indirect costs of child and 
adolescent mental disorders, and use of epidemiological strategies to 
investigate the prevalence and determinants of illness. Such centers 
would be expected to increase t.he nvunber of public health 
admini<^trators and scientists who are committed to improving the care 
and treatment of children with mental disorders. 

Centers could sponsor research on a variety of problems, including 
comparisons of different nosologies, development and field testing f 
new assessment methodologies useful in community settings, and 
prevalence and incidence studies of mental disorder in special 
population groups (for example, children in foster care and children 
exposed to catastrophic events with community-wide impact). Such 
centers would naturally become sites for the preparation and execution 
of a large-scale, multisite, community prevalence study. A number of 
problems involved in implementing and sustaining community studies 
could also be examined at such centers, for example: finding 
nard-to-reach subjects; developing community support for a research 
endeavor; telling the community about a study's progress; and 
translating the results of epidemiological studies into statements and 
material useful to policymakers. As different samples of children are 
assessed in the course of the work of these centers, the foundation 
should be laid for prospective and longitudinal studies to examine the 
continuities and discontinuities from child to adolescent to adult 
mental disorders. 

Often, persons who are effective in conceiving and carrying out 
innovative intervention projects are not equipped to evaluate them. 
They require assistance from professionals in the design and execution 
of evaluation studies. Such evaluation is essential to the 
maintenance or extension of projects. The committee, theretore, 
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propo... that progrtt director, fro. the m>*t proai.ing conwinity. 

-H! wJJi*'^5"?",P''*'«'*" ^^"'t'y ^« convened by NIMH to 

•leet with epide.ioIogi.t. Md .killed ev.luatir. to con. ider jointly 

r^":n*'L''"dr\':jnrw\^^ •^'"'"^ 



NOTE 



1. In a comprehensive review of epidemiological studies 
conducted prior to DSM-IIl. Gould end colleague. (I98I) found 
that the vidian rate of -■aladju.tiMnt- a^ng children in the 
general population wa. 11.8 percent. With the advent of a 
■ore detailed system for classifying mental disorders, 
developed by the American Psychiatric Association (DSM-III; 
1980) . several descriptive epidemiological studies have been 
^'u u^^' structured diagnostic interview schedules or 

checklists designed specifically to elicit information needed 
ror making formal diagnoses according to the DSM-III 
criteria. Costello (in press-a) recently reviewed five such 
studies conducted in a variety of settings and found that 17 
to 22 percent of children were diagnosed with one or more 
disorders. Table 2-2 provides selected data from these 
preliminary studies. 

It is difficult to interpret the significance and treatment 
-■plications ox these rates, because the existing studies do 
not always contain large, representative samples or detailed 
longitudinal information on symptom severity, duration, and 
u*"^?! w "^"^"^ scholastic impairment. In addition, it 
should be emphasized that these global rates, and the rates 
Of specific disorders presented below (and in Table 2-2) 
reflect DSM- Ill's cutoffs and thresholds that determine the 
presence or absence of a disorder. The validity of these 
thresholds has not been established (Of ford, in press) and 
any raising or lowering of them will alter the rates 
accordingly. 

Several epidemiological studies have provided information on 
the prevalence of specific types of psychiatric disorders 
It should be noted that such rates cannot be added to reach a 
total prevalence count because many disorders may occur 
together in the same child. For example, autism and severe 
TooJn o^^*" coexist (Bryson, Clark, and Smith, 

1988) as do conduct disorder and attention-deficit disorder 
(Sandberg et al., 1980) and major depression and alcohol 
abuse (Deykin. Levy, and Wells, 1987). In an epidemiological 



ERIC 



53 



study of children in Puerto Rico (Bird et al., 1988), almost 
half vf the children with diagnoaable disorders had two or 
more domains of psychopathology. Similarly, ir an untreated 
sample of 28 adolescents meeting criteria for a DSM-III 
diagnosis. Kashani et al. (1987) found an average of 2.4 
diagnoses per child (with a range of one to four). Thus the 
high level of comorbidity must be considered in drawing 
inferences from the rates presented below. 

The most extensive community prevalence data are available on 
autism, conduct disorder, attention-deficit disorder with or 
without hyperactivity, depression, and anxiety disorders. 
With respect to autism . Bryson et al. (1988) conducted a 
total population screening in a region of Nova Scotia, 
Canada, and reported a prevalence rate of 10 per 10,000. 
This rate is considerably higher than those reported in early 
studies, which ranged from 2 to 5 per 10,000 (Smalley, 
Asamow, and Spence, 1988), and may reflect a broadening of 
diagnostic criteria. The malt-female ratio in the Canadian 
sample was 2.5 to 1, and 75 percent of the children were 
daemed mentally re carded. 

Conduct dif order and attention-deficit disorder are two 
important behavioral categories delineated in DSM-III. The 
rate of conduct disorder in the five studies included in 
Table 2-2 ranges from 1.5 percent in a Puerto Rican sample of 
4- to 16-year-olds to 5.5 percent in a Canadian sample of 4- 
to 16-year-olds (Costello, in press-a). The rates are 
considerably higher in boys than in girls and increase with 
age. For example, in the study by Of ford and colleagues 
(Offord, Boyle, Szatmari, et al., 1987), the rate of conduct 
disorder in boys 4 to 11 was 6.5 percent, compared to 10.4 
percent in 12- to 16 -year-old boys. The rates for girls were 
1.8 percent and 4.1 percent in the two age groups, 
respectively. 

The rate of attention-deficit disorder with and without 
hyperactivity in the five studies ranges from 2.2 percent in 
a sample of 7- to 11-year-olds selected from a primary 
medical care setting in western Pennsylvania (Costello, in 
press -b) to 9.9 percent in the Puerto Rican sample noted in 
Table 2-2 (Bird et al,, in press). This disorder is also 
more common in boys than in girls. In the Offord, Boyle, 
Szatmari, et al. study 1987), the rate of hyperactivity was 
somewhat higher in youi ^er than in older boys, but no age 
effect was found in girls. It is important to note that the 
diagnoses of conduct disorder and attention-deficit disorder 
frequently overlap. Furthermore, many children with conduct 
disorder meet diagnostic criteria for substance abuse 
(Newcombe, Maddahian, and Bentler, 1986). 
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The disorders of <i?mggt9n and flmOfifx have also received 
increasing attention by the research conuiunity. Although 
aost studies of depression have focused on depressive 
symptonetology in adolescents, several recen? studies have 
exanined the prevalence of major depressive disorder using a 
structured diagnostic approach. The rates range from less 

-nl"^ 7^?"""'' P"*"*"*" ^" preadolescent populations, 

and 3.7 (current) to 8.3 percent (lifetime) in postpubescent 
groups (Fleming. Of ford, and Boyle, in press). Rates have 
been presented separately for the various subtypes of anxiety 
disorder. According to Costello (in press-a) (see Table 
^-2). separation anxiety rates range from 3.5 to 5.4 percent 
«T™nfr r?/^''"**" 2.7 to 4.6 percent, and 

llZil ^ """^f ^° ^-2 percent, m most 

I t prevalence rates for depression and anxiety tend 

to be higher in girls than in boys during adolescence. This 
aitterence appears to be absent or reversed in childhood 
(Angold. 1988). Separation anxiety and phobic anxiety 
decrease with age. whereas more generalized anxiety and 
depression increase with age. 

A discussion of prevalence would be remiss without comment on 
two issues of grave public health concern; the tripling of 
the adolescent suicide rate among White males in the last 
three decades (Rosenberg et al . . 1987) and the high homicide 
rate among young Black males (Gulaid et al.. 1988) Suicide 
among adolescents is currently the second leading cause of 
death in that age group. Among young people age 15 to 24 
fnn l^^^ increased from 2.6 per 100.000 in 1955 to 8.5 per 
100.000 in 1980. with firearms being the most common method. 
The highest rate occurs among White males. The issue of 
comorbid mental disorders is especially important, because 
most suicide victims suffer from depression or substance 
abuse, or both, and many come from families with a history of 
depression and suicide. Among Black youth, more lives are 
lost to homicide than any other cause of death. Homicide 
rates for young Black males are 5.5 times those for White 
males in the same age group. 
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actual sites of certain genetic defects. Such markers will help to 
Identify children at risk for certain mental disorders. They will 
also permit more incisive studies of the factors that prevent or 
promote the expression of an individual's genetic predisposition to a 
disorder. Linkage studies can lead to the identification of the gene 
or genes responsible for vulnerability to a particular disorder. 

Advances in these areas of biology emphasize the importance of the 
multidisciplinary perspective captured by the biopsychosocial model 
described by Engel (1977). On the one hand, biological vulnerabil- 
ities may be expressed only when resistance is lowered through 
psychological or Focial risk factors. On the othe^ hand, the effects 
of chronic discord in the family or prolonged psychosocial adversity 
may be most evident in children with biological vulnerabilities. For 
example, the range of intellectual outcomes associated with Down 
syndrome is surprisingly wide, exceeding that observed in the general 
population. This appears to be due in part to environmental and 
motivational factors: children reared in institutional settings do 
less well, on average, than children reared in their own families and 
educated in the least restrictive enviionments. Similarly, the 
effects of specific learning disabilities on general intelligence may 
be evident only when the educational system does not permit 
alternative learning strategies to be developed. Hultidisciplinary 
collaborations are the key to the study of the developing child, if 
r-isearchers are to trace how biological factors become modified by 
factors in the family, school, or community to produce eiUier 
psychopathology or competence. 



THE DEVELOPMENTAL PERSPECTIVE 

In contrast to studies on adults, in which cross-sectional 
analyses or relatively brief outcome studies can be quite informative, 
research into the causes and determinants of mental disorders of 
children requires careful attention to the evolution of symptoms and 
vulner4.'f^ilities. Normal development, both from a psychological and 
from a neurobiological perspective, is characterized by the 
age -dependent emergence of certain skills and abilities that are 
critical to subsequent maturation. Sensitive periods of development 
may exist during which the individual is particularly vulnerable to 
certain insults or stressors. Finally, it is generally agreed that 
children are much more susceptible than adults to the influences of 
parents or other caretakers, peers and school, and the consequence of 
socioeconomic status. These environmental factors are also known to 
be critical in sustaining development. Some of these features of the 
developmental perspective are ^ ^viewed below. 
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Developmental Neurobiology 
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correlates of use in clinical research on the causes and deterainants 
of mental disorders in children. 

Because neurotransmitters are the ultimate mediators of 
infomatlon processing in the brain, studies of transmitter-specific 
pathways in the rodent br^in and to a lesser extent in the primate 
brain have been of great interest. These studies have revealed 
markedly different sequences of formation, differentiation, and 
synaptogenesis (formation of nerve interconnections) of f.*ose neuronal 
pathways thought to be of particular relevance to psychiatry, 
including the noradrenergic, serotonergic, dopaminergic, cholinergic, 
GABAergic, and endorphin systems. Particularly int«resting is the 
very early development of the central roradrsnergic and jerotonergic 
systems, two neuronal systems implicated in mood states; their axons 
invade the primordial cortex and the limbic system as the latter are 
being formed. The dopaminergic system, which is implicated in 
psychotic conditions, develops much more gradually and does not mature 
until the end of the second decade of human life. The differential 
development of these neuronal systems may correlate with the 
age-related onset of symptoms of major mental disorders (Coyle and 
Harris, 1987). 

A second area of investigation into the differe .ces between the 
immature and the adult brain concerns the behavioral and physiological 
consequence- of eliminating certain neurotransmitter systems early in 
development or at maturity. Dopamine, for example, is a 
neurotransmitter used by a group of neurons in the midbrain to 
innervate the striatvim. a reeion involved in controlling movement, and 
the frontal :ortex, a regio, adulating emotionality. In adult rats, 
destruction f the nerves in ne forebrain that transmit dopamine to 
the central nervous system results in a behavioral syndrome of 
profound inactivity and sensory neglect. Usions of comparable 
severity in the newborn rat result in hyperactivity (Zigmond, Acheson, 
Stachowiak. and Strieker, 1984). Stimulants adiuinistered to these 
animals increase motor activity in uhe adult and decrease overactivity 
in the immature animal. Finally, whereas administering drugs that 
simulate the action of dopamine reverses the decieased activity 
resulting from dopamine depletion in adulc animals, they precipitate a 
syndrome of self - injurious behavior when giver to young animals 
(Breese et al , 1984). In a similar vein, dopamine D-2 laceptor- 
blocking antipsychotic drugs exhibit striking differences in potency 
and effect on behavior when administered to prepuberta? versus 
postpubertal animals. Since the dopaminergic system is implicated in 
attention-deficit disorder, Tourette's disorder, and schizophrenia, 
studies of Its action at different stages of development are likely to 
shed ligh on the pathophysiology oi these mental disorders of 
children and youth. 

• A third emerging area concerns the interplay of neurotransmitters 
and brain differentiation. There is increasing eVdence that d-.;ring 
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neuronal differentiation, the growth of axons, the establishment of 
synaptic connections, and synaptic plasticity. Several studies have 
me'^trcirinc''*' various forn. of sti.«latiL and enrlcJeTe^^iJ:::! 
?n !ni»!?« " synaptic complexity as well as cortical thickness 

in animals (Greenough, Hwang, and Govman. 1985;. Rosenzweig. 1979) 

that account for the developmental effects of environment upon 
emerging brain synaptic circuitry and function. It is intriguing that 
the very neurotransmitter systems which regulate these devel^meStal 
VZir" T f'^? "'^^ * °^ °^her important ' 

re^litS; K ^"^'-^"io". e-otion. cognition, and 

regulation of physiological states such as sleep. For example 
research on the neurobiology of how sleep patterns mature is shedding 

J^S^erh^Ic T"ff .P"*'^'"^ """^ terrors. 
^ll^V I r '^^^"^"^ ^^"'^i^* contribute to better under- 
treatment for these and other sleep disorders, ^ne 

c[«ifier?Ganif ?^fno^ °^ disorders can also be 

clarified (Guillenenault. 1987; Carskadon, Anders, and Hole, 1988) 



Sensitive Periods 



Sensitive periods in development are those at which an oreanism is 
particularly vulnerable to an event such as sensorTdeprWatJfn 
emotional deprivation, malnutrition, or exposure 7o Sjnl of 
III J^r" ^^^"^'^i^"^ researchers has been to determine 
Sf ? *'«"t« what factors 

effecL"" H '"^K??/"'"'""" °^ organism, reversibility of 
effects, and susceptibility to remediation. The consequences of some 
biological trauma have clearly been associated with timing.. for 
Tr^r t'a ifections are most severe when exposure occurs 

llflL: f%5^i'^J^tfi'»««ter of pregnancy. The shorthand long.term 
rLx^L°^ ""^".^'Jf i"«"lts are more variable and are being 

reexamined in relation to social and emotional trauma. 

Compelling evidence of the importance of sensory experiences in 
shaping neurobiological maturation has been provided by^^imar 
research., Thi experiments of Hubel and Wiesel (1962) with cats 
demonstrated the impa ^. of visual stimulation upon neural development 
and Rosenzweig s (1979) studies of the effect of enriched envirZe^t^ 

more eurielis' '^^i^^-" with 

more glial cells and more acetylcholinesterase. Casler (1968) who 

se'tMnI development in children in institutioAa? 

settings, found adverse effects associated with reduced stimulation. 

Ethological laboratory, and human studies have underscored the 
mportance of the caretaker in infant development. Rene Spitz's 

? f i"*^"' °" i""itutionalized infants found physical 
psychological, and intellectual retardation in infants deprived of 



73 



ERIC 



individual attention, despite good physical care. Spitz's work on 
failtire tc thrive, stimulated studies with better nethods in which the 
general direction of his findings was supported (Rutter, 1979). . 
Bowlby (1982) has fo-.^sed on the evolutionary survival value of infant 
behaviors, such as crying, that keep mothers close to their infants. 
Consistency and continuity of caretaker are viewed as necessary 
conditions for forming secure attachments, and this view is supported 
by studies of children who have been placed in multiple foster care 
homes. Harlow's classic studies (1958, 1969) of infant monkeys reared 
without their mothers (with wire and cloth dummy surrogate mother; 
with no surrogate mother but with other infant monkeys) revealed 
problems in comunication and social adaptation and later impairments 
in their own parenting behavior. Reite and Field (1985) documented 
the same agitation-depression response to maternal separation in 
macaque monkeys as in preschool children; in both cases, the resprnse 
was accompanied by comparable alteraticns in immune system markers, 
sleep patterns, and Cortisol levels. I ecent studies have begun to 
identify the conditions that promote plasticity of children's behavior 
in overcoming the effects of -early deprivation (Field et al., 1988). 

The social, intellectual, and emotional consequences of adverse 
conditions, ranging from malnutrition to brain trauma to adverse 
parenting, underscore the variability in outcomes. Etiological 
research -in child and adolescent psychopathology must include studies 
addressing the timing (both onset and duration of event) of the 
developmental processes, individual characteristics (vulnerabilities 
and assets), and environmental context. The notion of sensitive 
periods has traditionally been associated with the perinatal period 
and infancy, in part due to its heritage of animal studies; however, 
this concept is applicable at all stages of development. Applications 
of the concept of sensitive periods to studies of risk and protective 
factors are particularly important in finding ways to interrupt or 
prevent psychopathological processes in a variety of disorders. 
Further specifying the parameters of sensitive periods will affect the 
research strategy employed: cross-sectional studies might not detect 
the duration of the effect of adverse conditions, whereas longitudinal 
studies with periodic evaluation? could. Given that past studies, 
such as those by Spitz and Bowlby, have had public and Institutional 
policy Implications (for example, hospital visitation and Increased 
contact for parents of hospitalized children, primary nurses assigned, 
and shorter Inpatient admissions). It seems likely that future 
findings relevant to etiology will also have policy Implications. 

Impact of Family, Peers, and Socioeconomic Status 

In studying the Interaction between a child's Intrlnt ic 
vulnerabilities and the stressors that come Into play at various 
stages of development, researchers have demonstrated the importance of 
other Individuals and of social and economic factors in the emergence 
of symptoms In children. 



74 



ERLC 



S4 



Many studies have shown the ln^ottance of severe car'ntal dls^.rH 
broken"!' "al'sich 'are c"«W uS:^i'' fi'^rMP'. "^her th'«, 

ovxuirax aisoraers are less prevalent if a rh^iH ^if- u 

Xjr;::i'r ° "•^^'^p"" ^""y envSo^^ f:st.'r o^^ 

adoptive home characterized by less «irltal discord (Peldnan 

«d e^r^r ^"""'.--ly. future stuius'Tiid design 

as one vear art-ar- ^-^«»-^"Ang erreccs of peers as early 
wilts yedir aicer Dlrtn. *iueller and Rirh /'io7/;\ ^ 

JiiStJCe^'h™^ 5 - r:c«2— - 

iu.ii.oi.ive oenavior m children as youne as two or rhr** p--.,- < <m 
ence clearly neaks -i ,r4, » i * tnree. Peer influ- 

study of the e!oVLv ? adolescent years. In an innovative 

and Prescctt Q^'yfhad behavior. Czikszentmihalyi . Larson. 

inaedSte^ fonllin^rh ; ""^^^^ °^ social behavior 

aTeeDer T^^ transmission of a random signal bv acans of 

behavior whUe thrs^b?!":' "''^ investigators to obtardata on 
hio^ and Se^e enL^-S^ " throughout their neighbor- 

sublets '■'^iml ^n ^"^""^S^'^^" '^hat nearly one- third of ll.a 

subjects time was spent m conversation with peers yieldine the 

Friday and Hage (1976) examined the relative effects of n«r*nrc 
peers, and other social influences on delinquency Se J ffuSS peer' 

co™L" ::'jror'' '° '^'r'^''' Potent'when'youS L^rS 
connections in organized settings such as ho,.e. community, school, rr 

Increastn Jy isolated'."""" "''^ delinquent pe.rs. Jhey beca;e 

JeveloD cfiLi^? f ^ 7 ^^'^ia^ i^i^g agents and tended to 

aeveiop criminal tendencies. Henc with nar^^ /...i c 
delinquent activity a weak famU^^T.M ^^5?^*'"^^'' reference to 
heiehtened t ^ relatfon.ship seems to foreshadow 

neightened reliance on the young person's peer group. Polanskv 
Chalmos. Buttenweis«r anduniiamc /iqoi\ j roiansKy. 
and en,,4oi . . ' wnHams (1981) demonstrated how economic 
and social deprivation are linked to parental predisposition ro child 
^hrlLt "-oreover. the> showed how such linkages persist 

major reference groups (parents and peers) reinforce or model 
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deviant behavior (Robins, West, and Herjanic, 1975). 

Considerab^a evidence attests to the existence of a strong 
relationship oetveen peer support and tho coooission of antisocial or 
delinquent acts. Studies by Eynon and Reckless (1961), Reiss and 
Rhodes (1964), and Murphy and Shinyai (1976) found that a significant 
majority of delinquent acts occur in the coiapatty of others and that 
the probability aar a specific act will be conaitted by an individual 
depends upon the connission of the act by other aeobers of the 
friendship group. Delinquents spend six tioes as ouch ti»e with peers 
as nondelinquents do; offenders conit only a quarter of their 
delinquent acts while alone. Other studies suggest that the untoward 
influence of deviant peers can be lar^^ly neutralized by providing 
youths with opportunities for meaningful social relationships with 
nondelinquent peers (Conger, i.976) . For example, the iresults of a 
multifactorial field experlaent with 700 youths indicate that the 
maladaptive behavior of 4x .cisocial boys can, in fact, be reduced by 
enabling rhem to interact for prolonged periods of time with prosocial 
youths uncer the supervision of experienced mental heali workers 
(Feldman, Caplinger, and Wodarski, 1983). 

Poverty is linked indirectly but powerfully with risk for 
childhood behavioral disorders. As a ntoiber of social scienti*?ts have 
observed, family relationships can be directly influenced by severe 
economic hardship, wiiich In turn can influence the socioemotional 
functioning of the child. For excmple. Elder, Hguyen, and Casrl 
(1985: indicated chat children's risk of developmental impairm.nit 
increases with parental r«^ject*on, and parental rejection may increase 
during periods of economic distress. 

Se'-^ere economic disac/antage is associated with inadequate 
nutrition, health care, and housing (Sega? and Yahraes, 1978). It is 
also associated with reduced parental supervisior, single parenting, 
p^or child care resources, and t-Werse child rearing and parenting 
patterns (Schorr, 1988; Wilson, 19£7; Dutton, 1986; Link, Dohrenwend, 
and Skodol, 1986). Poverty can dii^.inish parents' sense of 
effectiveness and engender the belief that their actions cannot be 
instrumental in bringing about helpful changes in the environment. In 
turn, these conditions can reducr* the extent to which parents reward 
children's mastery and encourage trust, receptivity to chan|,e, and 
Intellectual flexibility. 

A plethora of social and economic factors merit study both to 
understand better the ♦ biology of cnildhood behavior disorder, and to 
Identify more effective means of preventive and remedial 
inters *ntion. Parenting behavior, rf '.ationships winh siblings and 
pe^rs, the functioning of school systems and of chi d care facilities, 
and the impact of severe economic disadvantage are but a few of the 
major social and environmental variables that must be considered. 
During the past two decades, considerable progress has been made in 
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?Se« SiSo^?^".^ r 1"'' »easuring «d analyzing these variables. 

advances have enabled researchers to studv th. 
co^lex Interactions a«ong these variables and to begJn to ^ 

Jl»X;f"%*^!'^'^''^ -^^'^^ In econc.lcally 

Sne^rstS^LInr^rr"' f"" P« re^ln^'l be 

Sv^JlgltSi"'""' these area, of 

THE MULTIDISCIPUNARY APPROACH: LEAD AREAS OF PROGRESS 
Several areas of research appear to be aovlne raoldlv an,l f-« 

The Psychobiology of Parent-Child Interactions 
gen^ P""-^-<=MW r.utiona Is particularly 

^S£g^ ts-^^^^^^^^ - .tti-Mi::. 

socp^^^^^^^^^^^^ 

life, however, with their relative contributions vfrylng over tl»e 

of ^J"** Pjy'=^«»>i«l08i"l factors are central to the ^ocl. development 
?LvlH f*!!,i. ^^-P«"«"«t attachment. Temperament refers to 
Sn«":LrL1:r^^^^ ^^-^^y- arofsIlMnd 

genet" factor* k """^^^^ Influenced by 

^**=to"- Attachment refers to the emotional bond that 

m! K^'.^'f'^""" significant caregivers. Te l^Uty of 

chls bond is usually assumed to be enhanced by sensitive r^poSlvf 

^^l;::^^;^' - - ^nvestlga Js-m.y be inf^^fby 
Tempetanent 

childron"'' t° biologically endowed characteristics of 

children and an eT«phasis on children's contributions to th^lr o„n 

t:;*erS:;t "^"^""''"^ -P"-" on X 

bewf^!? Temperament research draws from diverse areas of 
behavioral science. Plomln (1986) has suggested that the rising 
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number of temperament studies reflects a shift in the view of the 
child from a passive recipient of environmental influences to an 
active agent and a greater balance between biological and 
environmental explanations of d slopmental differences. Although not 
necessarily related to specif 1 -.ental disorders, tecperamental 
qualities are important because they promise to link genetic and 
neurophysiological characteristics with socially relevant behavioral 
patterns 

Almost all definitions of temperament include emphases on 
emotionality and activity and on biological underpinnings and 
behavioral continuity, but many aspects of theorizing about 
temperament are in a state of ferment (Goldsmith and Alansky, 1987). 
Among the issues under debate are the boundaries of temperamental 
constructs, the extent to which interpersonal phenomena should be 
included under the rubric of temperament, and the usefulness of 
concepts such as "goodness of fit" or "the difficult child." 
Empirical research on temperament centers around at least five broad 
topics: (1) measurement; (2) origins; (Z) continuity and transitions, 
(4) functional significance for normal development; and (5) 
implications for maladaptive behavior and overt psychopathology 
Researchers are pursuing all five topics simultaneously, creating a 
great need for updating the concepts about each topic as better 
measurement techniques become available (Plomin, DeFries, and Fulker, 
1988). 

The modern study of infant temperament was initially identified 
with Interview and questionnaire measurement approaches, as devised in 
the pioneering studies of Thomas and Ches.s (1977). Recently, more 
than a dozen relatively sophisticated infant and toddler 
questionnaires have been introduced the field. Standardization and 
analysis of the reliability and validity of these newer questionnaires 
are necessary preludes to advances in the field. At the same time, 
laboratory-based approaches to temperament measurement have been 
Introduced by Goldsmith and Rothbart (1988), Kagan, Reznick, Snidman, 
Gibbons, and Johnson (1988), and Wilson and Matheny (1983), among 
others. These laboratory approaches are time-consuming and relatively 
expensive but offer an objectivity and precision unmatched by the 
questionnaire and interview approaches. They also help integrate 
teuiperamept research with the broader field of the experimental 
psychology of infancy, which Is also laboratory-based.. 

Tits question of the origins of temperament subsumes both 
behavioral -genetic approaches ar^^ psychobiological approachai. Twin 
and adoption studies indicate that levels of early activity and 
negative emotionality are moderately heritable. These 
bebavioral-genecic studies have overturned the notion that genetic 
inflc:*>Aces are iitrongest at birth and then diminish as the child is 
exposed to the environment; although much more research needs to be 
done, the opposite appears to be the case (Plomin, 1986). The 
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(Goldsmith. 1988) Other frufrfuff^u temperament 
temperament inclide psJch.bJoloXcarstudJer T "'^'"^ °' 
and recent cross-cultural inv:^M»!M /r °^ P'^i"'^':^^ (Suomi, 1986) 
and Campos. 1985) investigations (for example. Miyake, Chen. 

Longitudinal studies are the 1if«»hift«H «p 
because they can address issue, of 5 J? 4 temperament research, 
moderate coLin^itHnd si^^fL;^^ ."IJ^'^*"'' transition. Both 
continuity is not as a^->aJS^ K T ? °^ transition. -,here 
St. .iiity^as Seen estabUsW T ^^'^^^"S^ short-term 

early temperament remains to . l°«g-ter» predictive power of 
domains. OtW thin ! demonstrated across a variety of 

dule -.nj fi,.!^ . cnreaas of continuity frc« early childhood to 

Study (Chess- and iJlIs 'I'lr'SSe a^ f ? " '-"e"-""! 

obtained with current tL^ll Z ««Pltlcal evidence has been 

Iho«s (1,84, L™rLd:rco1^Wtnf°tr instn».nts. Chess and 
.arly adulthood. Ihelr cU^aXre s^o"^::^:^^"".^ " 

pUy. 'in shor«r Jl'^io'" tS\\:^:" 

denonsttated and partially reDlt ™^ !^ !??; " ""'^ have 

foms of Irfilblted behavior froi'f f "^""^y "f relatively extreme 

behavioral Inhibit^™ a':;^^^^;:^'^^^^:: lSn"ned if 

c'^dSo r ;idVM^%S"^^T ™T " 

the degree ofasso^lSlorwtrt k T,°^"=°"'"' 

- to preclude "nb o o°lcr tS'«r °'tcU^^^^ " "'^ 

»»rked behavioral Inhibition «y bfa risk f^ctof ? '"^ff' 

parents diagnosed «lth adult naj^l^^f. ! " ':l'"'lren of 

disorder, o? both (Rosenbli^ ITll " ^slt' "Kef °' ■'^'>"-'™ 
further rA«Ai»K/.K ir ' i^^oO} , Key issues deserving 

co^ti^iitrorStreme Cers:; ""^^""^^^ "^-l^d under stresf . 
continuity of bSaXll""^ temperamental patterns, and 

icy ot behavioral patterr^s versus underlying physiology. 

Once measurement issues are -esnlT7«H » i,- ^ ^ ^ 

iL=c'elrn:£HS^^^^^^ 

Of many researcLrs^s t^al tT ^ understood. An assumption 

"affective core" o? lltl^ temperamental dimensions predict the 
1586). For e^LL tli P""^"^^^'^^ '^"its (Goldsmith and Campos, 
aggressiveness Af;.r . f ^""^ '° ^"^er may predict later 

the mature personality Wirt r.„,; T I "■>'' "her facets of 

temperament' valuaije^'curret' llZtcl' ^ITIT £ iT^tr 
temperament In mediating reactions to pare^tlngr^l^Jera^uL' „lth 
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siblings and peers, and encounters with the educational system. Also, 

ongoing investigations of how maturation of attentional systems in the 

infant serves to regulate early teaperanental reaction patterns are 
promising .'Rothbart and Posner, 1985). 

The question of whether temperament predicts childhood behavioral 
disorders has been prominent, but the evidence is still ambiguous. It 
is now well known that the early reports by Thomas, Chess, and Birch 
(1968) of the New York Longitudinal Study were not definitive in their 
suggestion that infant temperament ratings predicted childhood 
behavioral d5sturbances. Later studies, each subject to 
qualifications, have demonstrated modest links between infant 
temperament and later behavioral problems; these links are usually 
mild and may never come to professional attention. Negative 
affectivity that proves difficult for the caregiver to handle is the 
most common predictor, and the ensuing behavioral disorder often seems 
to take the form simply of an exaggeration of the temperamental 
dimension. Bates (1987) documents suggestive links between early 
temperament and childhood behavioral disorders, but cne crucial 
research that will integrate temperament with other risk factors 
largely remains to be done Carey (1986) has documented associations 
of childhood temperament with a variety of clinical conditions. 

Virtually uninvestigated with modem assessment techniques is the 
role of temperament in adult; psychopathology (Cloninger. 1987). 
Questions of why and how specific temperamental characteristics mignt 
predict the development of psychopathology should become antral 
concerns for researchers. 



Attachment . 

According to Bowlby (1969. 1982. 1988). caregiver-child attachment 
relationships are virtuall" universal and have evolved to promote 
survival of the species. Early in life, the relatic .iship serves t 
keep the parent and ch.ld in close proximity. This affectionate b. :id 
helps to keep the infant safe; within the context of this relation- 
ship, offspring learn the necessary skills for competent functioning 
in their environment. Under normal conditions, the growing child 
strives for and is encouraged to become more autonomous in functioning 
and to form other attachment relationships (Ainsworth. Blehar. Waters, 
and Wall. 1978; Cicchetti. Cummings. Greenberg. and Marvin, in press). 

Ainsworth and her colleagues elaborated on Bowlby 's observations, 
develoo^ng a laboratory paradigm- -namely . the strange situation- -and a 
classification system (Ainsworth et al.. 1978) for ".he empirical study 
of individual differences in attachment patterns. 
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^1 ™Ute rtelfjLT?" f """"^^ ""'hed Infants can 
infants form a secure relationship with their prLary'^caregJver 

pr c«ee^^ i; f .1"^ ""f" " ^"^^^^ separation from their 

correStL "I "oiSnce in'tS f";'"™'"'- ' on the maternal 

re^er^^ftn =„h ^" the strange situation has linked maternal 

ai^i± '"'^"^^ ^" ^-Pi- form i^seci"; 

anxious-avoidant relationships with thei^ primary caregiver. 

arouC^^TTiJ''^^^"^ ^^ontrast. exhibit strong indices of 

wen ai'.v "^"""^ ^"g'^y resistant behavior as 

selli^l TJtr"".T ""^'^^^"^ b^h^vior (for example, proxiait^: 

^ sworth et al.. 1978). Approximately 10 percent of all infants 
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form insecure anxious -resistant relationships with their primary 
caregiver. 

Although one of Lhe basic te.-.cits of attachment theory has been 
that infants' attachment classifications are a result of their 
particular experiences with their attachment figures (Sroufe. 1985), 
speculations about the determinants of attachment patterns have not 
been without controversy. Several prospective longitudinal 
investigations support the notion that innate differences in 
temperament determine, at least in part, observed attachment behavior 
(see Goldsmith and Alansky. 1987. for a review). 

In recent yc rs much f'xciting work has shown that securely 
attached youngsters tend to do well in such developmental areas as 
autonomy and independent exploration, communication, peer relations 
and ego resiliency (Sroufe. 1983). In contrast, insecurely attached 
youngsters are much more likely to have difficulty mastering these 
developmental tasks. During the past decade increased attention has 
been paid to the organization of the attachment syster. in handicapped, 
high-risk, and clinically disordered groups of youngsters. For 
example, a number of studies demonstrate that children who have been 
abused or neglected almost always form insecure attachments with 
primary caregivers (Carlson. Cicchetti. Barnett. and Braunwald. 1989. 
Crittenden. 1988). Likewise, children of mood-disordered parents 
manifest higher rates of insecure attachment (Radke -Yarrow. Cummings. 
Kuczynski. and Chapman. 1985). 

Separation experiences in the real world show that fears of loss 
or separation from loved ones have marked consequences chroughout the 
years of infancy, childhood, adolescence, and into adulthood. 
Children's fears, phobias, and anxieties can reflect fragile early 
attachments to caregivers. Rutter's (1981) reassessment of the 
effects of maternal deprivation strongly suggests that there are 
consistent consequences resulting from early life separation of the 
child from the significant caregiver. Some examples of these adverse 
effects include: (1) medically hospitalizp.d children who have had 
poor relations with parents In families marked by discord and 
disadvantage tend to snow more acutely disturbed responses to such 
separation events; (2) multiple foster home and Institutional 
placements beginning In early childhood can predispose some chiloren 
to a heightened risk for later antisocial behavior; (3) poor-qualJty 
institutionalization can lead to intellectual retardation In children 
exposed to such settings for prolonged periods. 

On the other hand. It has also been fourd that some children 
subjected to m2ternal deprivation have successfully withstood later 
deprivation, disadvantage, and los.<:. These children evident adaptive 
behavior which suggests that protective factors such as care and 
support were available to them despite their exposure to severe 
stress. Here, the effects of a supportive environment and of the 
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of studies thaHsed . rlt^, attacta.„t. I„ „ Intriguing s.rUs 
.xp.rl.nces 1„ InSnts.'schXg LrpUM a,1,'? f 

r^\:£r?ra^£H~^^ 

strlUng dacraas^fr," ^^M^g^U^^: 1^1'^^ W P"-".^ this 
stroked with a stiff brush 1^1^ !;.-. . ? , °^ P"P »as 

licking provided bv thr^th.^^ / -l-l.ted the natural tongue 

hor,«,nf .' Th.se'obL^:tw".re tJa™ S*tSr'i;'"f «'<»"- 
"here Investigators showed tkA Lli^, t hospital nursery. 

m isolettes s'lgnltuX .In he r'^lS^ °dilTT T"'' 
matched control infants who i weignt gain in comparison to 

who only received standarS c^r! /° "P^^^ed from their mothers but 

-'^««oT^^^^^^^^^^^^^^ 

s"tLiS"i^e%r~^^^^^^ r^i^iir- 

Role of Risk and r.otective Factors 
in Childhood Psychopathology 

factors'haJfcome't' ^""P'' °' ''''' protective 

:sL^pS5 eES^-^^^^^^^^^^^^ 

«. ets. ur equai importance, research on risk and 
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protective factors shads light on the concepts of continuity and 
discontinuity and the progression of behavior fro» childhood disorder 
to adult psychopathology. Research on these central concepts also 
contributes to studies of vulnerable and stress- resistant individuals, 
their environments, and the interfctions that predict successxul and 
unsuccessful adaptation. Thus, information bearing on risk and 
protective factors not only sheds light on what factors direct 
development toward adaptation or disorder it may also be instrumental 
in the development of prevention strate>es for persons at risk. 

The concept of risk is rooted in epidemiology and is concerned 
with the distribution of disec.se or uisorder in a population ; the 
identification of an ill individual (a case), the isolation of 
variables that correlate with illness; and the use of methods to 
reduce the incidence and prevalence of disease. Today, menca health 
Investigators have joined epidemiologists in identifying a compendium 
of indicators of increased risk. A compelling example of the 
delineation of risk factors comes from a study of the prevalence of 
mental disoirder in children living iu two quite different geographic 
areas- -the Isle of Wight and an inner borough of London (Rutter. Cox. 
Tupling. and Yule. 1975; Rutter and Quinton. 1977). The study 
revealed six risk factors within the family environment that 
correlated significantly with childhood mental disturbance: (1) 
severe marital discord. (2) low social status. (3) overcrowding or 
large family sl7e, (4) paternal criminality. (5) maternal mental 
disorder, and 6) admission of the child into local authority (foster 
placement). Probability of mental disturbance increased progressively 
with the number of these variables within the family. Thus, a single 
risk factor did not significantly increase the rate of mental 
disorders in comparison with children whose families were completely 
free of such factors. In contrast, the presence of two risk factors 
resulted in a fourfold increase in the likelihood of mental 
disturbance, and the presence of four indicators resulted in a tenfold 
increase . 

If risk factors contribute to the development of mental disorder, 
then protective factors may limit the expression of disorder, despite 
the presence of the risk factors. The existence of protective factors 
is inferred from the absence of disorder in chilaren whose environ- 
ments contain risk factors known to be reliable predictors of mental 
disorder. Having observed that marital discord and parental psycho- 
pathology were potent risk factor." for behavioral disturbance in 
children. Rutter (1979) selected a sample of children living with 
their biological parents who met these two criteria. In all families, 
the marital relations were manifestly discordant; but In some 
households, the children had a loving relationship with one of the 
parents, whereas in the comparison households, the children had a 
negative relationship with both parents. Comparing the adaptation ot 
the children In these two groups. Rutter found that the Incidence of 
mental disturbance in the offspring was 75 percent In the latter 
group, whereas it was only 24 percent in the former. In another 
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dW^rln chtl/ ^l ''^ prevalence of co. .ct ■ 

The results Indiclt^f ;hI^ i ^'^oni'^"* foster ho«es. 

•nd dLcord .s collared t, th.se rUcd 1„ . .upportlve foster Wly. 

Biological factors also play a role in the personality and resi^^^nc. 
competence in the supported person. 

r.M"S^ tn !h?r r f "'""•'.less, It Is evident that 

chlldr™. Equally l^ottant Is the co^paratlve^t^SHt cMldr" 



u Jet:;ts"^:t?jisf ?::tor uir:LiL^o^^sr°ji«r "-r^t 

antecideL'; o'J Sl% °'t*' . 

study of stressors (which ar. operaj^na y deflnlfiy'lrrs 

^^™r':;"^ "-ion a„d lnt«fe"„<-. In 

aon.al patterns of responding) as risk f,-ctors In chl Sh"d"" a^ed 



Rutter. 1983. 1985; Hasten and Garaezy. 1985). 



Animal Models 



primate, emerges as particularly important because of the^ ^^^^ctive 

LnA^^r 1-lationship to humans and their complex cognitive, attective. 

Ind social capacities. Considerable control can be exercised over the 

?ff"eeents "rdptive animals, and comparative 

soecles of primate, enables investigators to as^'ess 8«"«^ic- 

enviioLental interactions. Given these 

^o^^uman primates mature ^^re ratify ^^^^^^ 

development of nonnuman primates offers a way co unurj. 

biological and experiential factors that may influence the emergence 

of mental disorders in children. 

Many of the problems of greatest concern are extcemely complex in 
hu«an'Eei°n s /ot all symptLs are present any chU^^ .^^^^^ 
children go th.-.ugh period's of more or less 5;^72"^5,fj^=^i°3:e?ific 
Thus it is necesspry in animal research to find parallels to speciric 

itself. 

AS w^^h humans, it is to be expected that animal subjects will 
.vhiMt diffe«nces in their wlnerability to specific stressors. 
S^iiis ff ™duai variation in susceptibility within a species, 
coupled with carefully designed comparative """^^l ^ 
considerable promise for disentangling the -complexities of the 
g:n:tfc"nitroLental precursors of devel opmental P«y<=^°P«^^f 
lor example, there is increasing interest in ""'^y^^g .^^^^^f^f 
defiant off;pring in primate colonies -whereas P«viously these 
-onf-Uers" were culled from colonies to ensure uniformity of 
b h iio" rtudi:s'by Suomi (1986) have --led heritable patter^ of 
such deviant primate behavior as shyness: and cnx^ecy in the young, 
which Ly be linked to alterations in central c^techolamInergic 
neuronal function. 

In addition to the more direct approaches to pathological 
development many basic dimensions relevant to the understanding of 
^entalTiso^ders^are now profiting -from animal """^^^ Jfj^"^^^ 
animal behavior research in the last two decades have enabled 
investigators ^o describe in consider..ble quantitative detail the 
development of many aspects of behavior from the neonatal perxod 
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factor, governing bo^hT^'::^:^t',":nT^ri:S:r^'^^^^ 

and social deJelLL^^ p^}^ ^" ^^^'^ «f ^""n e«,tional 

research Inct^ S^J Ae-f^c^™"^*" variables studied in pri-ate 
infant durr^g^rloS S^^Sr^;!"''' "^"''f «"PP»" f**^ ^he 

has de-onstrSteS thri^act nrj. "P"«^^«"- This line of research 
infant earl"J:velo;meS':nd1hfir'Tr'T caregiving on 

finding is Jhat theJ^euMr 4 ^ long-term sequelae. One notable 
reversf much of Srajp^ent L^r^iT """" deprivation can 

periods of stress bKoJal nltSolo^^;""""' ^""^'^^ 
developmentally d;priXrWe3 ^"''^ ^"''^^"^ ^" «^hese 

capaStt^' I:^"" relatively sophisticated cognitive 

prWe: ra*;:; :!"" boT-no^f.l.''^" ""^'^^ ^" 
condition.. Using computer experimentally manipulated 

Tei:.i-T^r'i^ paraS^^^^^^^ c:n^isr;i:;irL^^ 

P^We"rejft»: e.^^WetiHi^^^^^^^^^^^ 
incrr^s^SrSeloc^i'^f^^^^^^^^ developing primate is 

cheSJy ol the W^ed's'v"; neurophysiology and synaptic 

task. wMc'u t'sts the iSlitv tri./" 'r^'^' ^elayed^esponse 
the basis of storerinJoiiiM. and respond to situations on 

nT.«*r,.r^ 1 stored information, is mediated in monkeys bv tht^ 

parLtal aL"oc:\r** '"^"^ connecS to tL 

A"L"S^he%%%':^X'b::^^^ ^^'r^'^r ^» st^ctures. 

Pregnat. ^^nap^-^^^^^^^^^^ 
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cortex between two and four months after birth- The c&pacity to 
per font thia task emerges four months after birth, as syii^pses are 
being pared down, and reaches its optirom in adolescence, &s synaptic 
stabilization takes place. Studios of the effects of lesions on the 
prefrontal cortex of fetal and infant monkeys have demonstrated not 
only the ability of the developing brain to compensate for such damage 
but also have illuminated the aechanisms of synaptic plasticity that 
nay account for recovery (Goldman-Rakic, Isseroff, Schwartz, and 
Bugbee» 1983). 

Developmental Cognitive Psychology 

In investigating the causes and determinants of mental illness in 
children, it is important to understand the relationships between 
aspects of disorders of information processing and subsequent higher 
order cognitive or affective disord%.^s- Studies of normal development 
of mechanisms subserving attention, perception, motor and memory 
functions » as well as higher-order cognitive processes such as 
categorization and representation, will provide building block-^ for 
eventual understanding of abnormal processes. Research advances in 
cognitive psychology have provided a unique window from which to 
observe the developing brain by monitoring neurocognitive changes as 
they unfold throughout development. Present techniques allow 
researchers to observe- -even in the newborn infant --attention, 
perception, and motor function, as well as specific aspects of higher 
order cognition and the interrelationship and maturation of these 
processes over time (Mussen, 1983), 

One of the cognitive ftinctions of most interest in humans is 
language. Developmental cognitive psychologists have attempted to 
understand how language develops by investigating the co.^onents of 
both linguistic and relevant nonlinguistic processes. Initially, 
studies of language disorders in children were mainly descriptive- • 
assessing language systems irom a linguistic standpoint, especially 
the development of phonological, morphological, semantic, syntactic, 
and pragmatic aspects of language. More recently, a 
neuropsychological approach to the study of developmental language 
disorders has focused on investigating the nonlinguistic sensory, 
perceptual, motor, symbolic, memory and cognitive processes that may 
be prerequisites to the development of normal language. These studies 
have helped clarify the causes and determinants of developmental 
disorders of language and learning. 

Although language and learning disabilities have previously been 
classified as separate disorders of childhood by DSM-III-R (American 
Psychiatric Association, 1987), the results of recent longitudinal 
studies have demonstrated a clear relationship between developmental 
language problems and subsequent developmental learning disability 
(Aram, Ekelman, and Nation, 1984; Fundudis, Kilvin, and Garside, 1980; 
Silva, KcGee, and Williams, 1983). Tallal (1988) found that 
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example here of an important higher cognitive system in humans, 
developmental studies in other cognitive domains, such as spatial 
cognition, symbolic representation and categorization, also have been 
undertaken. 

Recent advances in developmental cognitive science parallel those 
made In other areas of neuroscience . including neurobiology, molecular 
genetics, and neuroimaging. Each of these areas holds tremendous 
promise for a ' etter understanding of the neurological basis of 
developmental disorders. Moreover, the field is now in position to 
begin to undertake important multidisciplinary research which combines 
knowledge from each of these several areas to tackle difficult 
questions pertaining to developmental mental disor-'ers. Such research 
would be greatly enhanced by longitudinal studies. 

Genetic Research 

A great difficulty in research on mental disorders in general, and 
in studying child mental disorders in particular, is knowing whether a 
syndrome is mainly the consequence of a disturbed environment, a 
genetic predisposition, or an interaction between a specific genetic 
vulnerability and a particular environment. By using the emerging 
human gene maps, it will be possible to identify virtually any gene or 
group of genes that causes disorders which aggregate in families. 
Accordingly, one major goal of research on mental disorders of 
children should be to identify the location of genes that contribute 
to mental disorders across the age spectnun. 

For well over two decades, investigators have tried to use 
physiological, metabolic, and endocrine means to identify genetic 
markers associated with mental disturbance. However, these 
biochemical markers, which are gene products, are largely continuous 
in their distribution in the population, so that it Is very difficult 
to determine where the "normal" level ends and the "abnormal" begins. 
In contrast, a mutation is dichotomous: either it is present, or it is 
absent Moreover, if a mutation is present, it can be detected, even 
when it is associated with a confusing clinical picture. Information 
about mutations could substantially improve the ability to make early, 
correct diagnoses by clarifying the spectrum of phenotypic 
(symptomatic) expression of disorders related to specific mutations. 
Also, investigators will be able for the first time to disentangle 
biological from social environmental influences and to clarify their 
interactions with regard to specific syndromes because the genetic 
variable could be ascertained (for a review, see Plomin, 1989) . 

All the clinical and genetic methods needed to identify genes 
responsible for vulnerability to specific mental disorders are 
sufficiently developed and available now (Lecknan, Walkup, Riddle, 
Towbin, and Cohen, 1987). a major impediment to using genetic markers 
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Second, evidence from epidemiologically -based studies must suggest 
that familial aggregation of the disorder occurs in a way not 
consistent with cultural transmission. Such studies can also be ter 
define the limits and the variability of the clinical entity and can 
be complemented by a variety of strategies including twin studies, 
adoption studies, a id longitudinal studies. These approaches have 
been used extensively to implicate heritable factors in a number of 
mental disorders affecting adults, but information about heritable 
factors responsible for disorders uniquely affecting children, or that 
have an early age of onset, is much more limited, because of the 
difficulty in reliably defining the clinical entities in the child 
mental health field (Chapter 2). Nevertheless, in recent years, the 
limits and variations for phenotypes for childhood affective syndrome 
(Weissman et al.. 1984). autism (Piven et al.. in press). Tourette s 
disorder (Pauls and Leckman. 1986). and attention-deficit 
hyperactivity disorder (Henker and Whalen. 1989) have been studied in 
some detail- -even though information utilizing twin and adoption 
strategies is quite limited. For example, with regard to research on 
autisa. the familial aggregation of the core syndrome is only about 2 
to 3 percent. But conceptually similar, less severe variants of 
autism in the form of certain language disorders and social deficits 
are present in about 25 to 50 percent of family members, a much higher 
rate than found in appropriate comparison groups (Wolff. Narayan. and 
Moyes. 1988; Piven et al.. in press). One explanation for this 
finding could be a major gene that predisposes to social and language 
deficits but requires an additional factor for the appearance cf the 
full syndrome of autism. 

The third prerequisite for a gene search is the identification of 
families in which several closely related members are affected with 
the core disorder; other members of the families may exhibit a 
validated, less severe variant of the disorder. Such pedigrees are 
"informative" because they permit the search for segregation of Che 
marker polymorphisms with the observed expression of the disorder 
(Goldin and Gershon. 1989). "Segregation" refers to the hereditary 
assoc ation of a marker polymorphism with a gene possibly responsible 
for the disorder, indicating a close physical linkage between the two 
on a chromosome. Depending on the frequency of the disorder, such 
informative families may be obtained by one research group or may 
require collaborative efforts among several centers. 

The time frame for finding the mutant genes responsible for those 
mental disorders that may be caused by one or two genes could be short 
or fairly prolonged, depending on good fortune and developments in the 
molecular methods that may make the search more efficient. The 
expandi .g identification of genes encoding for brain- specific 
proteins, especially for those involved in neurotransmitter systems 
implicated In the pathophysiology of major mental disorders, will 
greatly facilitate the identification of candidate genes and the 
direct assessment of their potential role in the pathophysiology of 
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clinical disorder manifests itself. More broadly, research is needed 
to examine the interplay of genetic predisposition with environmental 
circumstance. Thus, researchers might seek psychological and social 
factors that precipitate or ameliorate the expression of, for example, 
suicidality in someone with a genetic vulnerability to depression. 
Or, investigators might look for genetic influences that protect 
against or exacerbate the impact of severe psychosocial stress. 

Although the expression of psychopathology often differs 
considerably between children and adults, the genetic causes and 
underlying mechanisms for specific disorders and their clinical 
expression are likely to be quite similar. Accordingly, genetic 
investigations that focus on childhood mental disorders will inform us 
about these same disorders as they affect indivi*ials in adulthood. 
In fact, the strategy will also work the other way around, with genes 
or genetic linkages associated with adult onset disorders used to 
identify offspring who have received the gene from the affected parent 
but may exhibit a different phenotypic expression. 

Any discussion of the benefits that accrue from genetic research 
of mental disorders should also include a reminder of its hazards. In 
the past, society has been quick to discriminate* against, even 
eliminate, persons who are perceived as harboring some genetic trait 
that would be detrimental to "humanity." Persons with Huntington's 
disease were among the first to be exterminated in Hitler's Germany. 
Even in this country, the results of early genetic research in the 
mental health field were misinterpreted by the nonprofessional 
community and became the basis for the eugenics movement, whose 
adherents believed that mental illness, crime, promiscuity and other 
types of social problems :ould be eliminated by preventing certain 
"genetically tainted" inuividuals from procreating (Leedmerer, 1972). 

As gene markers are discovered that allow for the Identification 
of adults and children at risk for mental disorders, an imperative 
responsibility will be to determine that this information is used only 
for the good: to provide early diagnosis for treatable conditions; to 
provide genetic counseling to families; to facilitate the search for 
effective treatments; and to assist in discovering protective factors 
that modify expression of the mutant gene. It is essential that 
appropriate thought and effort be expended to assure that such 
information is not used to stigmatize or discriminate against 
individuals with regard to employment, insurance, or other aspects of 
life. 



THREE EXAMPLES OF MULTIDISCIPLINARY RESEARCH 
FROM A DEVELOPMENTAL PERSPECTIVE 

One of the best ways to demonstrate the impact of research into 
the causes and determinants of mental disorders of children and youth 
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Tourette's Disorder 
Toarette's disorder is a chronic, faaiiial disorder 

of the disorder is comolex anH nfT ^ ' n^t""^*! history 
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their Halted suppressibility (in which patient* can "suppress" their 
symptoms for brief periods of tl«e), theJ- decrease during sleep or 
absorbing activities, and their exacerbation during periods of stress 
or fatigue. 

In addition to tics, symptoms of obsessive compulsive disorder 
frequently appear during the course of Tourette's disorder. These 
symptoms can include obsessivj thougjits that are distressing, for 
example, a recurrent thought involving a close relative being hurt or 
killed, as well as elaborate compulsive rittials such as hand washing 
for 30 minutes at a time or repetitive checking of locks and windows 
Initial empirical studies reported that 12 to 30 percent of patients 
had prominent obsessive -compulsive syiiq>toms. More recent studies 
relying on systematic assessment procedures and specified diagnostic 
criteria indicate that this proportion may be substantially higher 
(Montgomery. Clayton, and Friedhoff, 1982; Nee. Polinsky, and Ebert, 
1982) . 

Some of the most exciting developments in this disorder have come 
from the application of genetic research strategies. Twin studies 
(where both identical and fraternal twins are studied) have 
demonstrated that genetic factors are involved (Price, Kidd, Cohen, 
Pauls, and Leckman, 1985). They have also provided the best evidence 
to date that non-genetic or environmental factors significantly 
influence the expression of this disorder. 

Genetic studies of families have provided evidence that some fcrms 
of obsessive compulsive discder are etiologically related to 
Tourette's disorder (Pauls and Leckman, 1986). They have also 
provided conclusive demonstration that the disorder is transmitted 
vertically in families, from one generation to the next, and that a 
single fine may be responsible (Pauls and Leckman, 1986). This 
finding has lead to the identification of large multigenerational 
families suitable for genetic linkage studies (Kurlan et al.. 1987). 
These studies may well lead to the localization of this gene to a 
specific chromosomal region. Such a finding would be very important, 
as it would represent the first concrete step towards characterizing 
this gene through the use of molecular genetic techniques. 

By characterizing the gene and understanding its action, it may 
well be possible to offer more effective treatments that are 
rationally based. Another more immediate benefit from the linkage 
studies will be the capacity to identify those individuals in an 
affected family who are at risk to develop the condition. This, in 
turn, will set the stage for another round of epidemiological studies 
focused on efforts to define the risk and protective factors that are 
active in this condition through the use of prospective longitudinal 
studies of "at risk" individuals. Sensitive periods may be defined. 
The identification of these factors and the timing of their action 
would permit the development of early intervention programs aimed at 
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Childhood Depressive Disorder 
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related to life circunstances as a precipitant. 

With the development of operationrllzed diagnostic criteria, 
clinical studies revealed that many children who were brought for 
mental health evaluation satisfied the saiM criteria utilized to 
diagnose aajor depressive disorder in adults, thereby indicating that 
major depressive disorder does indeed occur in youth (Pulg-Antich and 
Weston, 1983). Careful studies have revealed that certain 
pathological features that are prominent In adults with depression, 
for example, disruption in the sleep pattern and hypersecretion of 
Cortisol, are less frequent in children with major depressive 
disorder. However, e persistent abnormality In the regulation of 
growth hormone secretion, even after resolution of episodes of 
depression in children, has been reported. The symptomatic features 
may also differ somewhat in the pediatric population, compared with 
typical adults with depression. In children, Irrita' 'e mood may occur 
instead of depressed mood, and failure to gain expected weight 
r.;presents the equivalent of weight loss observed in adults. Although 
depressed children may be somewhat more emotionally responsive to 
their environmental circumstances than are depressed adults, anhedoDia 
(complete loss of pleasure in things that ordinarily give pleasure) 
and even suicidal preoccupation do occur frequently in affected 
children (for a review, see Shaw, 1988). 

Estimates of lifetime risk for affective disorders from 
epidemiological studies carried out In adults range from 8 to 15 
percent. Unfortunately, rigorous data on the prevalence of major 
depressive disorder In children are quite meager, but they do suggest 
that, at cny given tli«e, the prevalence of major depression In 
prepubescent children (using DSM-III ciiterla^ Is approximately 2 
percent (Kashanl et al., 1983). Other studies Indicate that the 
prevalence In adolescents Is substantially higher, between 5 percent 
and 10 percent (Shaw, 1988). Dysthymla, a milder form of depression, 
has a long duration In children, lasting 36 months or more on average; 
In addition, these dysthymic children are vulnerable to Intercurrent 
episodes of major depressive disorder. The average duration of 
episodes of major depressive disorder Is 7 months (Kovacs, 1989; 
Kovacs et al. , 1984). 

It Is noteworthy that mania Is very rare prior to puberty (Kovacs, 
1989). However, when major depression Is accompanied by psychotic 
symptoms before puberty, bipolar (manic-depressive) disorder Is a 
frequent outcome later In life; this severe form of affective 
disturbance In children Is associated with bipolar disorder In one or 
both parents. 

One diagnostic challenge emerging from these studies Involves the 
issue of comorbidity, wherein two mental disorders occur 
contemporaneously. Notably, coexisting mental disorders In children 
with major depression have been found to be the rule. Anxiety 
disorders, conduce disorders, and. In the adolescent, drug and alcohol 
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age of onset raises intriguing questions with regard to genetic 
vulnerabilities, family milieu, and other life stressors. In this 
regard, studies are being conducted to assess the interplay between 
the behavior of the affective disordered parent, the genetically 
vulnerable child, and the potential role of disruption in attachment. 
The emerging molecular genetic technology, when applied to affective 
disorder research, should assist in teasing out the relati^^nships 
between disturbed parent-child interactions because of affective 
disorder in the family and the genetic vulnerabilities due to 
affective disorder. 

In summary, the research on major depressive disorder in children 
and adolescents over the last decade has made quite substantial 
advances that have had considerable impact on clinical care. More 
effective diagnosis and the increasing appreciation of therapeutic 
interventions will reduce the pain, suffering, and disruption of 
normal development resulting f^om episodes of affective disturbance. 
Critical questions remain with regard to early identification and 
preventive interventions that may have considerable but, as of yet. 
poorly documented cousequences on long-term outcome. 



Consequences of Child Maltreatment 

Studies of the sequelae of child maltreatment provide some of the 
clearest illustrations of the impact of social ecological factors on 
child development. This is a complex, insidious problem that, 
although more prevalent in impoverished families (Pel ton, 1978), cuts 
across all sectors of society. In the most recent National Incidence 
Study, it wa.s estimated that as many as 1.5 million children per year 
experience maltreatment (physical, emotional, or sexual abuse and/or 
neglect) nationwide (U.S. Department of Health and Human Services, 
1988) . The economic and human costs of maltreatment in American 
society are astronomical (Cicchetti and Carlson, 1989). The dollars 
spent in treatment and social service costs and lost in lessened 
productivity for a generation of maltreated children are probably in 
the billions (Dubowitz, 1986). "Maltreatment" conjures up images of 
bruises, fractures, and malnutrition. But it is the emotional damage, 
not the physical damage, that may have the most frequent and 
long-lasting deleterious effect on the development of children 
(Cicchetti and Carlson, 1989) . 

Only in the past two decades has the impact of maltreatment on 
children's development been studied systematically. Research on the 
consequences of maltreatment is important for enhancing the quality of 
clinical, legal, and policy making decisions for maltreated children. 
Decisions concerning such issues as whether to report a child as 
maltreated, whether to coercively remove a child from his or her home, 
how to develop services to meet the specific psychological needs of 
maltreated children, and how to evaluate these service efforts all 
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children and adolescents. In order for these opportunities to be 
fully exploited, it is essential to reaK>ve the InpedlKents that deter 
investigators, interfere with the marshaling of intellectual 
resources, and prevent the mounting of aultidisciplinary efforts. 
Three elements appear to be fundamental tmderp innings for research 
progress in this field. 

First, effective research must be motivated by a sophisticated 
appreciation of the developmental perspective. This developmental 
perspective is not restricted to the study of psychiatric and 
behavioral disorders of children since many disorders which become 
manifest in adulthood may ha^ silent or unrecognized antecedents in 
childhood. Evidence supporting this contention comes from studies of 
depression and even senllo dementia of the Alzheimer's type 

Second, comprehensive but fundamental understanding of the causes 
and determlnantc of mental disorders of children requires a 
multidisciplinary approach. This does not meavi that support for the 
indlvidtial disciplines that contribute to the field of developmental 
research should be reduced. Rather, it means that substantial, 
incremental commitments are needed to mechanisms that facilitate and 
sustain interactions among those disciplines. 

Third, developmental studies demand longitudinal analyses. In 
this , they differ from studies of adult psychopathology in which 
cross-jectional diagnosis and analypl ; of short-term interventions are 
customary and useful. Funding agencies must create appropriate 
mechanisms for longitudinal studies, which require a sustained 
commitment well beyond the periods of support currently the norm in 
mental health research. 



Establish Structures to Support Interdisciplinary Research 

A critical impediment to multidisciplinary research is the absence 
of structures to support it. Many excellent groups of investigators 
are allied in disciplines such as developmental neurobiology, 
developmental cognitive psychology, developmental social psychology, 
child psychiatry, social work, and education, but these groups are 
ofte . isolated by departmental affiliations and separated 
geographically. Opportunities for fruitful communication, mutual 
education, and collaborative interaction are rare. Few centers are 
truly interdisciplinary, have an effective number of investigators 
involved in teaching and research, and have ready access to patient 
populations. This situation probably results, in part, from the 
absence of funding mechanisms to provide the sustained and substantive 
support necessary for their creation. Several strategies might be 
considered to redress these problems. 
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availability of validated instrunents for assessing childhood psycho- 
pathology or monitoring syapton change would also be helpful for 
generalizing findings. 

Four Areas of Special Concern 

Several areas requiring specific support or the creation of nov-^ 
support mechanisms deserve attention. 

(1) Research on experimental animals is now bearing fruit in 
connection with studies integrating behavioral development, develop- 
nental cognitive psychology, synaptic chemistry, and neuroanatomy and 
physiology. Although studies in lower animals are instructive, non- 
human primates often provide the best model for clinically meaningful 
inferences. Their psychological vulnerability to their environment 
makes nonhuman primates particularly appropriate candidates for 
clinically- oriented research. Nonhuman primates used as subjects of 
research require especially sensitive handling, particularly with 
regard to their living arrangements; increasing recognition of these 
needs has made this type of research expensive. Moreover, public 
opposition to animal research has placed the future of primate centers 
in jeopardy. Properly managed primate centers are, however, a 
valuable resource that should continue to be supported. 

(2) Sophisticated postmortem analyses of brains of individuals 
dying with neurcpsychiatric disorders such as Alzheimer's and 
Huntington's diseases have catalyzed remarkable advances in the under- 
standing of the pathobiology of these disorders. Some mechanisms for 
obtaining the brains of individuals who died with well-characterized 
developmental -behavioral disorders should be created. 

(3) The causes and determinants of behavioral disorders in chil- 
dren with mental retardation or a history of brain damage, or both, 
remain poorly understood. This neglected population offers important 
opportunities for linking developmental -behavioral symptoms with 
specific brain abnormalities. Such research, which receives negli- 
gible support from NIMH, would both improve the care of such children 
and clarify brain mechanisms in developmental-behavioral disorders. 

(4) Of immediate concern are the causes of mental disorders found 
in disadvantaged inner-city children. The rates of substance abuse, 
homicide, and suicide are escalating in this population. These chil- 
dren experience a number of risk factors including poverty, single 
parent families, and family violence. Furthermore they also bear 
iiignificant biological vulnerabilities such as poor perinatal care, 
low birth weight and malnutrition. Discovering the interactions among 
these factors and other acquirer ^ra heritable vulnerabilities- -and 
the protective factors that may promote resiliency- -presents a 
challenge to society as well as to science. 
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CHAPTER 4 

INTERVENTIONS FOR CHILDHOOD MENTAL DISORDERS 



disorder.. The J incJiSi^w P'^^^^^^i"" of childhood .ental 

phar«.cother.py":h.r«f^o«er.TifS:;t?^'''*^'^ 
outpatient clinic, mental h!^?^h J ? * ••tting., including 
hospital.. The chaoJIJ f*cilitie., and p.ychiatric 

•vafuating t^ilt^^Ji^nf p^^^M^^^^^ ^" developing and 

■ental disorders. pJnlJly'^ ?rprer^nJrjr'"'^"'^ ^""^ childhood 
promising avenues for fuS^e resnjcS -"ess-ent of 

PROGRESS IN TREATING CHILDHOOD MENTAL DISORDERS 

ar. S^'re^ut^^rn^^^^^^^ ^J^V ^^^t 
increase a child's ability tofunrMl r ? Wtoas and to 
interventions rely mainly^on pf^fi ? ^ ^'ychotherapeutic 
and the child or faSly L al?ir^?L.? J"",^**"*.^'^''" * therapist 
(cognitions), and behavior '^f«*^^„(«»otions) , thoughts 

intervention^ u^e -eSrcatLns to ^Jlect'"^'^^^ 

context .^irilTll.^^^^^^^^^^ Tt^rZ^^ " 

Psychotherapeutic Interventions 

chilSr:: aiS\doLL'r:L"!;tt\~iT^^^^^^ ^^r treating 

differ widely in focu^ Jfo^ ex^i^^ disorders (Kazdin. 1988). They * 
processes, behavior or '^iwT^ ' Psychological 
they are conducted (for eT^L IT^'t'"'''^ ' ^" which 
with the f«.ily) an^th^^!?^^ "S^^ "^J* individual, in groups, or 
example, in a th^^pfst's treatifnt ofS'"' provided'(for 
the hospital). AltLu^ no :;^;:;^^ff^r;.^^'^^ ^" 
approaches, malor catefor?.. i f". J classify treatment 
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Indlvlduel Piychoth«r«py 



Group P»ychoth«r«py 



Behavior Therapy 



Sognltlve Therapy 



RaUtlOMblp irtth th* th«r«pliit la 
tha prUuucy aadlua tfaroM|jh lAlch 
ehanca la achlawa*. Traataant 
provldaa a corractlv* aaotianal 
axparlanea by px«vl4tns InaliJit and 
axplorint naw wjm of bahavlng. 

Ralatlmahlp with tha tharapUt and 
paara aa part of dia itoup. Croup 
proeaaaaa aMrga to provida children 
with axparlancaa and faallafa of 
othara and opportunitlaa to taat 
thalr own vlawa and bahavlora. 

Uamlnf of naw bahavlora through 
direct training, via ■odallng.. 
ralnforceuMnt, practice and role 
playing. Training In tha altuatlona 
(e.g. . at ho«e, In the coawmlty) 
where the proble«atlc bahavlora occur. 

Teach preble«-8olvlng akllla to 
children by engaging In a atap-by- 
atep approach to Intarperaonal altu- 
atlona. Uae of ■odellng, practice, 
and Internal dialogue to da%elop 
problea-aolvlng akllla. 



Focua on paraonallty, P«^1«P^«S^ 
procaaaaa and tntarparaaoal rrt*^^' 
ihlp aa a -aana of raduclng ayaptoM 
and iaproving functioning. 



Procaaaaa of individual tharawr^«» 
Mtad abwe. aerva f«t of.g>» 
focua in addition to apaclal >t»caaaaa 
Jhat a-arga ai part •£ tha 
aa cohaaion. paer influanc*. vicwloua 
exparlanee. 

Focua on apaclflc bahavlora that are 
Included In tha praaentlng probl«»; 
Sat-ant la da.lgnad to ritar theae 
bahavlora directly. 



Focua on thoughta, attrlbutlona, 
perceptiona. and othar co/jnltlva 
proceaaea that are conaldarad to 
underlie Interperaonal probleaa. 



(Continued) 



Faally Th«t«py 



Parant Twining 



R««l<|«ntUl TrMtMnc 
C«nc«rs, Hospitals 



CgMunirY-ii.«.d tk^,^^„^, 

Coaaunlty-wld« 
Inc«rv«ncions 



ZB«i|lie.ori«nt«d e«wmlc«eien 
^^^ tmllf mmbkni •KpUdt 

of »reblM.MlTU« «id 
MfocUtien toehotqMM. 

^•^^ ^ rslnforc. 
•oeUlly d«.lr*bl« bAiwlor £a tSlr 

ln« t«elml<|u«c to Influoneo tho child 



ProeoMo. of ^thor tochnlqw. ,ppiy. 
Al«o. copwaeion of tho Jhl ^roe 
P«nmt. or roMval f ton th. h so 

tf^K • i?^'*^" contrlbuto 
Co thi. clinical probloa. 



Actl Itlo, to dovolop pro.oclol 
oohavlor ond conncctlona with 
poor*. 



'r^'**."**^ 1« th. hoi». wpocUlly 
thooo UwolYlng eoorcly..«,SSfoi; 



MMn» of aMlnlaeraetiig otlior toeh- 



Focuo on Mtlvlti** and csamnlty 
pro^M« fo.tor co^tttico 
wUptlYo .ocUl brturvlor. 
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probl.-. For .x«.pU, b.h.vlor *«W •n»">»P»"» P'^^t^" 

retardation, and others. 

«„tll relatively recently, peyc" t'^^^u. revle.. 

...leecent. >-0,^"" 'J;^^* 1 IS ^nclS^ltSr ihen 25 
of research ^.lleble in the 1950. ana eonelderable debate 

outcoM studlee (Uvltt, 195;. iioi). »>■■ ,~,Mh to petBlt 

clearer conclusions about which interventions are effective in wn 
settings. 

Recent revl... of research on P'y"''''*!"^":^!.^^™ ""llSt:'* 
children have co.par.d result, across •""'"^.'J^'.' "i,!" Wei.r. 
the efficacy of ••fl;,""^";' <%fi.rt X «JorUy it -tuile. have 

?:iS;drSsnmvraS'brior.rt?::k.tt.. ^uch^r^le.. .-^^^^^ 

frj:ll3«l conclusions about these tr.at«nt 'PP"**^ <» 
psychotherapy for children ^d^^^^^ 

I™ »'^t d InltSSJ^ rf tSat«nt .ith adult. For «ny of 

b^rtr™^^^^^^^^^ 

few Sell-controlled studies have been reported, so analogous 
assessments are not possible. 

Tb- range of available therapy techniques and the P'^*'5J*"^^J . j.,^ 

h^TlrZ^ sho. 
hlwiors 'uch as aggression, stealing, and vandalism. They also show 

^d;^Srio."1n the?? social ^---rc^itir-th^raittfoclal 

hrnrirXthooS^'aiii s:r..y — 

in one therapeutic technique. p n KIlt J i nmw;; "' t "''^ ;.;^""!. 

Tserr^brertrttr t;:ifin'":i^ ^p'^^i^^ 
=riorrfnXr:?iru.^^^^^^^^^^ 

hehavlor over .'Sf^f J 'Tre""'. ZTJc^k^s 

'^"X^s'fJ^^c.'Zk "rrrtier foL of treat.ent such as 
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developinf conductdJirjJ.i: "d"<^in8 their risk of 

ping conduct di.ordar (Arnold. Uvlne and P«tt«r«on. 1975). 

•ever.ly dy.functiomil f«n i.!^^. •hort-liv.d. Moreover, in 

different point. oJ in^IJ^??* ?" '^•^•lop.d for uee «t 

F or intervention in eeriou. entitocial behavior. 

Engl«Kl^.S..„ ^72 «d 197^ conducted in 

int.j..„«o„..^^^^^^^^ 

"J^tiv^he'SJjorpV^^^^^^^ ll^T^^^^^^^^^^^ ' 

•velueted. SJng tie. 'ol ih^; intervention, were 

end behavicr^SiacItlon L P"'"' coun.eIing. 

eeeily suiiwrSed .win^i^ cU..roo«. The re.ult. are not 

outcoJL.1^ Sriiffr^rnf^reiS.;/*^ 

children did better thirl^r!!?^; ^^!" PO'itlve. and treated 
.fter tr.a^.„:":. cSi:^!:?.? " ^^-^"^^ 

recre:^?;^":^,^^^^^^^^ ^^'^^ local 

likelihood that^^ro^eltTJn J^^^^^^^ 

coBBuaity .ettine. Co«».m4«-„ - ^ ^ '^^^^ the 

treatinrdelinq'jfnt youSTSeSaTIi^rn^Trr'" '^•"'•^^ »^ 
or counteract the .tron^ n.««vl "ondelinquent peer, to avoid 

ordinarily .ight :X":Lrb\^fj;o?. '^^^^^^^ '^'^ 

integrated with the^^i Tct^ti^ oJ P^g'^- ««« 

C-Pllnger. and Wodaraki^ IM^i 5!^?!/ «o>«inity center (Feldaan. 
17) who were referred fir .nti.ocf!f h!i^T' y**"'*** ^ to 

behavioral problem, who ^o^^i ? ^•^''^^or and youth, without 
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p.rvMlv dsvlop-nfl dl.ord.r.. .tfntlon.djflcit di«ord« ••ting 
dli^Sr.. .l..p di.ord.r.. «»od di.ordr.. "J**" ^'^^ 

SJ^Sm Hd lUzdin. 1985: Morn, and Kr.toctnrlU . IW3)^ M^^. 
pr.ci.. and .ccur.t. initUl di.gno... and ongoing .y-pto. ...essnent. 
aaong oth«r«. have done much to advance auch reaearch. 

Paychophamacological Interventiona 

Reaearch on the uae of -dication. to treat -.nt.l ^i-ordera^f 
child-en and adolessenta haa expanded worldwide during ^he P;"^~"^* 
(Ji-^^In? Green and Dautach. 1985; Weiner. 1985) Treatjjent. aithrr 
ha^baen developed apecifically for children or ^.v. been J^P^d 
fro. adult paychiatry. Tha effactlveneaa of aon. of ^"J^^"" 
ior apr-.ific diaordeJa haa been aaaeaaed «i«^i<^«lly' " 
widely used deapite acant lnfor«atlon about potential jjo"- «^^, ^_ 
lonj-ler. aide effacta or the particular treafenfa effectivene.a or 
.p^oJJSteneaa for apecific clinical condition, or age groupa. 

Pharwcotherapy ia uaeful in treating or •ll'^^'^i;* f 
symptom of a number of childhood mental di'ordera Table 4-2 
pjekenta a number of area, of active reaearch from which poaitive or 
equivocal evidence haa emerged. The effects, for example, of 
stimulanta on attention or of neuroleptica on •«^esaiv« 
self-deatructiveness. can be quite beneficial, ^•^i";^*^"! "^.^Ji" 
such crippling symptoms as self -directed aggressiveness, stereotypic 
movements, and obsessive rituals. 

In daily clinical practice, drugs are usually P'^**"^^***^^" ^ 
conjm^ction^ith other treatments. In ^l^^^*^*! «""f ' 
^syihoactive drug is typically compared to auother or a placebo 
control (aee Cmpbell et .1.. 1985). Only rarely has « P»^^^*^^^^* 
drug been compared to or combined with a psychosocial "eatment 
(^fciScally; behavior modification and cognitive therapy) (Abikoff 
and Gittelman. 1985; Campbell et al.. 1978). 

The advent of chlorpromazine. imipramine. and 1^^^^"- /J^^''^ 
practice of adult psychiatry. Research /"^^^/r^J! '^^^^'f 'erican 
idvancea in classification and diagnosis of 

Psychiatric Aaaociation. 1980. 1987; Feighner et .1 . 1972. Spitzer. 
Endicott. and Robina. 1978) and to the development of rating 
instruments for diagnosis and for treatment '^l"*^^""^ .^J* 
of druR treatments also led to a still -expanding interest in the 
nLSochemical ba.-. of mental disorders Similar -"tribu lo^^^ 
from studies of the effects of drugs on child ••"^J^^^f '^^^i;^" 
come more slowly, but good, relevant research has begun to emerge, 
especially during the past five years (Campbell and Spencer 1588) . 
Advances in psychopharmacology and promising areas for further 
research can be illustrated in several areas. 



ERIC 



124 

132 



to 



lypM of OcHg 
Vturoloptlu 



Stimlants 



AntlcUpr^ssants 

(Tricyclics) 



Lithiua carbonate 
Fenfluraaine 

Beta Blockers 
Naltrexone 



Carbuazepi: 



i— for ChlU aod MoloaooBtr m^*^ 

. "^^^••^tDiooraoro; A»M of Actt^ fcooowh 



tjriMli uMs InvMtlgatod 

U) Toorotto'o SyndroM 

(b) Autis« 

(c) Schizophronia 

Attention-deficit 
Hyperactivi^ Disorder 

(«) Major Depression 

(b) Attention-deficit 

Hyp^ractivi^ Disorder 



lUnetratiiFo Ttofet fy^tew 
Motor and irecal tics 

H^luclMtlon. and d«lu.loo. 

I^rp^raetlvlty. iapuUlvlty, 
dlsturbue* of .ttrotlon 

^racclvlty. iapuUivity. 
«»l«turb«ic« of attMitloii 



Conduct 01»ord«r, AuraMi^r. tw. . 



AutiSK 

Mental Retardation 
Autlsa 



*tt«»tlonal and cognitlv* problaM 
Salf-lnjurloua bahavi;,*- 

behavior: Inhlbltad varbal produJSon 



ne 



Conduct Dlaordar, Aggraaalve Tvn. a 

BS oaaive Tjrp. Aggra,.:.v.na.. . axplo.lvtna.a 
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Attention-deficit Hyperactivity Disorder 

Medications have been used to treat 
hyperactivity disorder (ADHD) for over 50 y««"- ^^^■"^•"^^ 
(dSxtroa..pheia-ine. methylphenidate. 'i-?":* ^"JpJi^ine a 

reduce hyperactivity. i»pulsivity and Ji^'^^'^'^i^i^y- ^^"^^"^^5 
tricyclic antidepressant, has similar effects on behavior, but its 
effects appear to be weaker and «ay not continue over tii.« (Quinn and 
Rapoport 1975; Rapoport. Quinn. Bradbard. Riddle and Brooks. 1974) 
?ast'studies of stWants suggested that they have ^ ^^^.^^ 

positive effect on school achievement or performance on °^ 
intelligence (Thurber and Walker. 1983). However, more recent studies 
indicatf that methylphenidate administration improves academic 
J:ff:^nce Douglas' Barr. O'Neill and Britton. 1986 and academic 
L ieveirent (Firestone, Kelly. Goodman and Davey. 1981) and has a 
p;sitTve effect on the child's social behavior (for review, see 
?itte;m:n-Klein. 1987). The combination of f if^-V^cenrre'^i 
therapies has been investigated in several studies. ^ recent review 
(Gittelman-Klein. 1987) concludes that the f 

not significantly augment the effects of stimulants, but further 
systematic research is required. 

The us.fuln.ss of stlmuUnt m.dlc.tlon for i»st ADHD y°"n8«.,:s- 

prescribing of stimulant medication. Substantially "'o'^'/*^*"^^^^^ 
needed to fdSress these issues; this would provide a basis ror more 
widflj accepted guidelines for the use of the ADHD diagnosis and for 
appropriate treatment of youngsters with this disorder. 



Autism 



Autism a pervasive developmental disorder, is described in 
Chapter 2 For a.any children with autism, the goal of treatment is to 
d^Jease or to control the behavioral abnormalities, to create more 
fSptive behaviors, and to develop self-care, language, and speech, 
skills that are often rudimentary or nonexistent. 

Some investigators have reported that administration of 
haloperidol. a potent dopamine anf.agonlst. is associated with 
cUn?:aUy ;nd Latistically significant decreases of symptoms n 
autistic preschool children (Anderson et al. 1984. 1989 Campbell 
l^., ml Cohen et al.. 1980) and facilitation of learn ng n the 
laboratory (Anderson et al. . 1984; Campbell et al ^978) . In these 
studies the dose was individually regulated and given for four to 
eJght weeks. The symptom reduction included effects on withdrawal, 
stereotypes, hyperactivity, and irritability. 
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re..ln effective .hen .J^I^: , °~ "P"- h«loperldol .ay 

« el. . 1989 ':j":p ?iTi;; ' <f«ry 
IQ or linear growth have been rl^^^?\, "iveree effects on 

haloperidol it MsocUtL w^^h ? ' ^Te-"" e<l"Inl»tratlon of 
effeit. dyskl„e"r if to it^ ""lous though r.ver.lbl. side 

^^^^ ^^-i ^r- 

defect. contilllVi: ""Vitl'A tZlT' 

fenfluramine (which di.r^!»!2 u promising results with 

collaborative d^ig sJudy tn chJ^d ^^If onin) led to the first major 
Campbell et al iqJJ^ „V Psychiatry (Ritvo et al.. 1986; 

fenflurLtne io'be !n effect?"T'''^ ''''' ^'"'^ "--1 
-jority Of patients'" Ve^ rlce^Uy'T^frbr'^"' 
naltrexone (which bloekl S* !r^^ reported that 

self-abusive behLLrSerLtei; Zl:"'2!^'K"?J '^'P '^^"^^ 
1987) and may have positive fJf 2'.^ ' "^^^^^^^l. Thompson. 

as decreasing stlreot^es !nd f '^P'*""^ ^"^i^". «"ch 

et al.. 198?). ^"'^ increasing verbal productions (Campbell 

Be^l^'^'^'^^^^^" "^^^ Aggressiveness and Self - injurious 

Howe^^.^X^'r^taldrrcMttf ''f^H^" '^^^'^^ -dication. 

fail to respLrt^beLvw' ; ? . 'T" self -injurious behavior 

psychoactivr:fditt on^^'r r ^'^^v "^^^ »^ ^ 

very important area a yscemaf ic res arch has been done in this 

(Her„„n Lt Tl^lVm LITJ' - f"? naltrexone 
These preltaln^rv flndlZ . T.^'"] f", -^''"atlng condition. 
de.lg„e'd l«ge Sin ic. °SuL """"'"^ ""^""J- 
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Conduct Disorder with Aggressiveness 

» »-b.r of r.p.rt. .u«..t th.t " ^fi^Hi""'' 

in this population, but, as with carbam&zepme, a tuij. 
still needed (Campbell ef al., 1984). 

Tourette's Disorder end Childhood Depressive Disorder 

Research on pharmacological treatment approaches to these 
disorders is described in Chapter 3. 

Comunity Support Services and Systems that Provide Care 

Children with mental disorders come into contact witl. many 
co^S; itrsystems other than the mental ^"Ith professions Among 
them are programs included in the criminal Justice system, general 
^Al^Jre Lrvices, education and Z,*^""; J^'^S, 98^^^ 

programs, and social "-J"^ i!rd;n "^ociet^ when 

of^pn such proRrams are Intended to reauce tne uui^^ y 
effec^iveln'te^^ention. for the disorder itself .re unavailable or 
ineffective. 

Aeeressive behavior, stealing, fire-setting, substance abuse, and 
drivtfg :hiirint.oxicat;d are prime --P^es of deviance that^ 
programs in the criminal justice system are designed to «f ""^ J^^^^ 
of these behaviors may occur as a result of or at least in .he context 
of childhood mental disorders. 

Health services address a wide range of ^J"? 

*ro^lc d°i"ases nay also be Involved In prograM directed toward 
::^lfor«}n8 tlMtTng the psychological har. that these conditions 
often produce. 

Education and special education programs focus on deviant and 
dysf^ct!ona? behavLr. State and federal laws require that children 
Sd^olescents with special needs related to their physical. 
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JblSSr^:«?lf "f?*^ P"*^*" that .ddr... their 

S!: <»y«ftmctioM. Sp«cUl .chool. .re often set up to ctre 

S^iriol ^^iSrrJSile^-?^^^^^^ --"^ e, 

h«-.r'*j;!*'' ^^•'^•^^« P'^ovKtod for children «ho c«mot reaaln m their 

anLJ« ?« J I v""* '^'y "^ly ^« P-rent.' control 

•A:MtlMs their probleu are exacerbated by the placeMnt Fo«t.r 

?::j:weVfra^?:i5i™ jL-p-^-s-^^-'ns pro^gj:ro"r'-are'^s::ctiy 

Jrf::?.^%;S:^"f,t^^ --^o- »»«1P ^h.. -.n.ge and treaJ 

.y^^ ■•ntal health program are provided by the .tatee. For 

^ •««ncie. «id youth .ervice. aJnitor faailies where 

or provide guidance to adult, who are trying to ^Maite 
tll^t llt^'" ' -ore^e^frJ^tJI^' 

cwi^JftloirX; "''f ' ^"»"'"«<»n» -I'o exiat to provide 

eWcl^ltetrtJeV'^'"'^ ^"^'^"^ ^-^^'^ 

Although these variou. systems .re central to the care of some of 

JroCJii S^K^'" «^ 'fficcy of the services they 

assess how they can be used to best advantage. 



PREVENTIVE INTERVENTIONS FOR POPULATIONS AT RISK 

sn.^tJ^ri?*"*'!! that certain children are at risk for 

Sn"^i?ij;i i*"**— ^««"^'ingly important to identifj 

S!!!^ ^ /""^y prevent or wseliorate the effects of the 

^tltl:. !^'^"•^^on of preventive efforts requires long-te^m? 
■ultifaceted appraisals of outcome. 

the identification of at-risk populations increase 

.eveJ^JJ o* -'^''^ disorder, and reductions in the 

■•""1 illness, are possible. Xs 
ii^J^ri**" ""^'^ -"''1 disorders in both children 

Z Sfi«t^nr; "^'ll'**' • intervention strategies 

2 interrupt the course of development of these 
disorders. Preventive Interventions are likely to be cost effective 

«'e*;:;i;r''"*' "^^^^^ of'great%rfLri^g 
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Special Populations at Risk 



Several populations of children are at particular risk for 
dysfunction. Researchers have made Inportant advances In Identlfylrig 
th^se children and detecting clinical problems. Growing evidence 
suggests that children of adults who have t./ere disorders are 
disproportionately at risk for mental health problems of their own. 
For example, the children of depressed parents have been found to 
suffer from depression at higher rates than do children of 
nondepressed parents (Burbach and Borduln, 1986; Morrison, 1983; 
Velssman, 1988). 

Poverty Is a major factor for mental disorders In children and 
adolescents (Comer, 1985). Minority populations are more likely to 
experience problems of access to care than other groups » and they 
encounter Institutional, cultural, language, and economic barriers 
(Kamo and Edgerton, 1969; Sue, 1977). The concept of mental Illness 
and attitudes toward mental health services differ among minority 
populations. Special treatments may be needed that not only consider 
particular mental health problems but Intervene In a culturally and 
ethnically acceptable manner. One effort along these lines Is the 
provision of treatment to Puerto Rlcan children In the context of 
culturally relevant folk tales (cuentos) (Costantlno, Malgady, and 
Rogler, 1986). Further research Is needed to develop approaches for 
children In other cultures and to evaluate variations of treatment 
that might be useful for special populations. 

Abused and neglected children have been found to evince such 
symptoms of dysfunction as depression. Inappropriate aggression, slow 
and deficient cognitive and Interpersonal development, dissociative 
reactions, and poor academic functioning (Rutter and Garmezy, 1983; 
Wolfe, 1987). Further work is needed to identify these youngsters, 
who are at extreme risk for long-term clinical dysfunction, and to 
understand the protective factors that mitigate their risk. Both 
treatment and preventive efforts are high priorities for research. 

Children with physical handicaps and chronic diseases are at high 
risk for psychiatric dysfunction (Rutter, 1985; Rutt?r and Garmezy, 
1983). As a result of the improved quality of medical treatment, many 
children with chronic illnesses who would have died in the past are 
now survi-^ ing. Among the formerly fatal chronic diseases that 
children are now living with- -and that have detrimental effects on 
their mental health- -are cancer (Koocher and O'Malley, 1981) and renal 
failure (Whitt, 1984). Research on interventions designed to aid 
these children is just beginning. 

Several illnesses and environmental stressors have emerged 
recently that will require new treatment research. For example, 
understanding and dealing with the mental health consequences of AIDS 
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Rubin 1987. *Co-^i^^ff % children (see Bassuk and 



Preventive Interventions 

l:. 5:s"'m8K" *" " 



General Characteristics 



h«.Jj!??'^l/^''^""f """"^ depression, alcoholism, 

severirfeSuJes^f'w " ^^^^^^^y i-l"de 

(2) "ntfct^^SVh? ^''i*^ " the Children; 

\£) contact with the parents and involvement of the familv M^ 

C J'L'r'r 'l^.T^'ltr'^ '^''^ regtd'^'eLitLn, 

DrotrL^!^ °hjl<»-"f ^ing practices, and child development; and A) 
?ears ntc?""''"' intervention over a period of'one ir lore 

AutlU P'^^'^ise content of these components, and their focus 

duration, and means of implementation, can vary widely 

tar^t^JV?!^'/""^''^^"^ preventive intervention programs have 
targeted risk factors that in themselves are predictive of hilh r-^., 

lollil? i'***^"* to targeted preventive interventions soon should be 

5= Z^S-j^Z^- 
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conditions in which aone genetic influences have been shorn to 
operate; aarkers for genetic vulnerability are likely to be discovered 
in the next few years, and this could offer new preventive 
opportunities. This will not be quite so straightforward, however, 
because only a relatively small percentage of children rt risk will 
eventually iianifest the condition to which they aay be pr Usposed. 
It can be expected that a larger proportion will exhibit a variety of 
other mental disorders, either because of genetic effects or as a 
result of a stressful psychosocial environment, such as living with 
disturbed parents (Weissman et al., 1987). 

For example, although only 10 percent of the offspring of one 
schizophrenic parent are at risk for developing schizophrenia, about 
half of them suffer from various mental disorders (Rieder, Broman, and 
Rosenthal, 1977/. Attentional deficits, disturbances in social 
behavior, and neuropsychological deficits are common and lifelong in 
these children (Asamow and Goldstein, 1986; Goldstein, 1986). 
Similarly, offspring of depressed mothers often have problems at home 
and at school during adolescence and are at risk for rlcohol, drug 
abuse, or both (Weissman et al., 1984). 

Children with autistic, mentally retarded, or schizophrenic 
siblings appear to be in need of preventive interventions that might 
support their development. For example, siblings of autistic children 
have an increased incidence of cognitive problems and lemming 
disabilities, compared with controls (August, Stewart, and Tsai, 1981; 
Minton, Campbell, Green, J/^nnings, and Samit, 1982). One study 
reported that in 30 percent of families with an autistic child, the 
siblings felt neglected or "worried," even though there was no 
significant difference in incidence of diagnosable emotional 
disturbances between these siblings and normal controls (DeMyer, 
1979). 



Preventive Intervention Research 

The Perry Preschool program, located in Ypsilanti, Michigan, was 
developed for three- and four -year -olds of low socioeconomic status 
(Schw'inhart and Weikart, 1988>. The children were deemed to be at 
r'.sk because poverty is associated with academic failure and social 
dysfunction, as well as increased prevalence of clinical disorders. 
In addition, several studies have shown that academic failure and 
problems at school are a kay link to such later dysfunctions as drug 
use, teen pregnancy, and unemployment (Bachman, Johnston, and 
O'Malley, 1978). The Perry program focused on developing 
child- initiated activities in intellectual, social, and other spheres 
in a two-year preschool. Teachers visited the children's homes weekly 
to involve their parents and to assist parents in providing 
educational experiences for the children. Children with similar risk 
factors who did not participate in the program served as controls. 
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Siir^Z ^•""!;' " different point, -ny ye.r. l.t.r .ho».d ch.t 
rlAl.^A ^" V^^Br»m p.rfo«ed better m .chool. 

cul^r his M^h'*' r'l' '!?^,^''" Pl.c«ient. in .peci.l eduJItion 
llVlil^ J*''*^' literacy, obuired better Job. (by «ge 

i!bui^lJ£" "f"^"*" ..ti.f.c£lon. rilled oJ * 

law. By age 19, the young woaen who had participated In th« tiro.T.-» 
had fewer pregnancle. .nd birth.. The.e re.uU. .i«..t ^^^.P"*'^- 

rl'^'i? '"'y preventive effort, can ha^f S"af Ind 

long-lasting positive affects. 

*nt.JIl!«S°''* Jll««tratlon Is only one of the effactlve preventive 
F^lnl^ ? been undertaken (Burchard and BuJcharS WS?- 

Felner, Je.on, Moritaugu, and Farber, 1983; Price et al iJm) ThI 
evidence .ugg.,ts that l-ple»ientatlon of l^terventlonT i; c!«inltf 

^' -"d that the l^ct c^TT^ 

.lgnlflc«it on clinical, school, .nd social functlo^ miow-un 
•tudle. h^re yet to be completed for many progr«. h^Sever 

early childhood can .ffect'.dfl^^inrir^dult 
functioning m several critical domains, reducing the rate of school 
drop-out. unemployment, drug use. teen pregnancy' 21 «r!sts 

""TT ?r*l»P»«"ts In the mental health disciplines have 
significant Implications for prevention research. First because 
tllr^'^l.''"'' ""^ identified and J.essid 

often initiated before symptoms are present, so not all children In 
population Will develop a dysfunction. In addition tie 
effects of preventive interventions are likely to appear s^au' and 
effe"t/"S"s'ub"?^*'"" an extended period, 'to evSJu:^^^^'"' 
adSti^Cd adolescence and. ideally. 

»..n!l^.1!'''*"? evaluations are especially critical because the 

delayed noli Mvf ' ^''ample of the "sleeper" effect of 

rl:^l^' 1"*^^^^^ ^"P**"^ ''^ preventive interventions was reported 
recently from the Yale Child Welfare Research Program (Se Hz 

socianrA/"^ * f-^ly sSpport piog^am for 

?«i J\ y*'""^ '»*'^^^" and their first babies th^t 

lasted through the toddler years (Provence and Naylor. iJl') Lntal 
health principles and professionals were Incorporated into every 
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aspect of this nultifaceted prograa. The iorpsct was not dramatic at 
first, but vhen the program's participants were compared wi^li a 
matched group 10 years after the intervention had stopped, t.1ere were 
very large, positive differences: the participating mothers were much 
more likely to be off welfare; they had completed more years of 
schooling; and they had smaller families wi^ more widely spaced 
children. In addition, their children were half as likely to be 
having serious problems adjusting to school. The long* term 
cost^l)enefit r^tio of the program was calculated to be highly 
favorable . 

A recent example of a study using well-designed preventive 
research methodology was conducted by David Olds and his colleagues 
(Olds, Henderson, Chaiiberlin, and Tatelbaum, 1986; Olds and Henderson, 
1989). They randomly assigned 400 first*txoie parents, 85 percent of 
whom had at least one of a cluster of risk factors (teenaged, 
unmarried, living in poverty) to four treatment groups. Twenty- three 
percent of the sample had all three risk factors. The first group was 
a "no intervention** control which included a screening of the baby at 
one end two years of age. The second group included the screenings 
and the provision of free transportation to the prenatal and well«baby 
medical appointments. The third group built upon that plan by adding 
to it 9 visits to the home by a nurse during the pregnancy. The 
fourth group extended the nurse's visits to the baby's second 
birthday. The nurse's visits were designed to promote linkage with 
formal service agencies when appropriate and to enhance the social 
support of the mothers (and fathers when present). Furthermore, the 
nurses provided parenting and health education and consultation while 
emphasizing the need for personal planning. Finally, values 
clarification aroimd social and family issues was included. In this 
study, i^roup four was clearly receiving a relatively broad and 
intensive family service. The clearest benefits were reaped by the 
subjects at greatest risk who received the most extensive treatment. 
Among the poor, unmarried teenaged mothers, 19 percent of those in the 
control group abused or neglect«:d their children within the first two 
years of life. In contrast, the poor, unmarried teenaged motherst in 
the long-term nurse-visit group maltreated at the rate of 4 percent. 

C^rroboratini^ evidence for a reduction in scolding rates, 
provision of mere approprlatp play materials, and less inappropriate 
restriction was found for the nurse-visited poor unmarried motherii. 
Moreover, their children showed a trend toward higher developmental 
quotients and fewer emergency room visits than their peers in the 
control group. The findings for the unmarriea, poor, teenaged mothers 
suggest that an intensive and extensive intervention program can 
prevent child maltreatment and promote good parenting in groups at 
high risk for parenting dysfunction. Though optimistic, these results 
also suggest that the program was less effective for the broader 
cross-sample of mothers at lower risk levels. Further, this program 
demonstrated that only the intensive and long-term treatment program 
had important effects. 
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«rr«.t. to zero; yet the reduction, have been .ignif leant For 
•x«q>le. although child «ltreatiient wa. not ellSiiJ^nn 

/J P«ychopathology aa.ociated with abuaed children 

critical irthrii^J prevention reaearch. auch reaearch i. 

lldncll in<=i<»«nce of dysfunction a^^ng children i. to be 



NIMH Prograos 



centeJ^^fo^/r -"'"^ ^"^'^ intervention reaearch 

centera focused on studies of preventive interventions with children 

^SSvtir.TT'* '""^"^ ' ""■^••^ »f individual i^veat^gatorr' 
Jtu^ng school- and ho»e-based interventions. One current pjoje" is 
designed to test two different interventions for first- and 

iJ^^e«)''«r:;ot?:/?' ^^T^I •WS""^^* -^^^^n (^Ith and without 

1? ^ 5 children are at high risk for later dyafcunction 
S ? ? i^.'"''! ^"•'^ ''^^•'^ interventions designed^JHo^te?' 

social behavior and to correct probleiM in the children's J^Je^^ of 
grade-appropriate learning. Children who receive the int.^lntj^ns 

variety of psychological and educational dimensions. Data are beinJ 

Ssult ''"^"'''r psychological cha;^e: th2 

i!n^il r" ''^ delinquency, substance Ause. and 

■ental disorders during adolescence will be measured. 

In another research program, funded as an NIMH center 

S;«n?i**fio? MfT*"'^**"" P"^"*** '^^^l'*"" »f divorced 
parenta (Wolchik. Weatover. Sandler, and Balls. 1988) children of 

^l^t [Isl" P--nts (Roosa. Sandler Ll'.lnd 

fCJii' t' f Gehring. Beala. and Cappo. 1988) ^nd 

Kallgren. and Ramirez. 1988). The research design enables 
investigators to compare treated and control-group children and 
require, them to follow the children ever sevfral years 
Epidemiological data suggest that the children who are the focus of 
these interventions are at high risk for ..ental disorder Short-tL 
^ta ijjdicate that treating them improves both their academic and 
their emotional functioning. "«=u<ic ana 



135 



ERIC 



143 



METHODOLOGICAL ADVANCES IN TREATMENT RESEARCH 



Several substantial additions have basn aada recently to the 
arnattentariuB of intervention research. Soae are mentioned in later 
sections of this chapter, where appropriate, but others are of 
sufficient general iaportance to verit description here. 



Reliable and Valid Measures 

Systenatlc, reliable aeasures for diagnosing and sonitoring aental 
disorders mist be available before treatment interventions can be 
evaluated. The range and quality of available aeasures have increased 
markedly over the last several years, including those for depression, 
anxiety, learning disability, attention-deficit disorder, brain 
injury, and eating disorders (Mash and Tcrdal, 1988; Ratter, Tuma and 
Lann. 1988). Techniques now exist to quantify the quality and anount 
of social support children receive, the quality of their faailies' 
functioning, the nature of their attachoHint to their parents » and 
nature of their parents' marital relationship. Much progress has been 
made in the precise assessment of multiple aspects of the child's 
cognitive development » self -concept, positive affective experiences, 
and habitual ways of coping with stressful events. 

Investigators have also begun to assess the presence of side 
effects, the difficulty and cost of implementing treatment, the 
acceptability of treatment to children and their families, compliance 
with the treatment regimen, and other factors essential to evaluation 
of treatment. The recent emeigence of methods to measure the impact 
of treatment (and other features of patient reactions to and 
coiapllance with treatment) will enable investigators to compare 
various aspects of alternative interventions. 

Further research is needed to refine measures of treatment effects 
so that they will be useful across subpopulations and settings. Such 
research is heavily dependent on the ability to study normal as well 
as abnormal populations and on multiple testing of subjects. 
Treatment evaluation requires assessment of appropriate and 
inappropriate social behavior and a quantifiable evaluation of 
functioning in different situations. Measures developed for other 
purposes, such as the epidemiological tools for identifying cases 
described in Chapter 2, are not necessarily suitable for treatment 
evaluation. 

To improve understanding of child functioning and to evaluate 
specific kinds of treatment, further assessment research is needed. 
One area in which further work is essential is the evaluation of 
family functioning. Children are enmeshed in complex patterns of 
family Interaction that often contribute directly to their problems. 
Children of parents with depression or antisocial behavior disorder, 
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dev«lopinf .i.il«r probl.... With th... 
«s well «'> other clinicel probleM, reaeerchera can identify 
perent-cbild petterna of Interaction that are likely to ^rtmof 
cimica* dysfunction in the child (Patterkw, 1982). Plather vc 



;:^:«^^?«w"^'f? cnticai i^^ti^ 

^llL^ t f«lllea can be evaluated. Neaauraa are needed to see 

irtiether changea in critical parent-child interactiona are beina 
brought about by treatment. In general, the aaaeisiient of fa.ily 

f^S^'w^iH* ''^''"'•^ underatanding of norwl faidLly pro^eaao. 

and how these proceaaea relate to child adaptaf;ion in and outaide tha 
none . 



Advancea in Statiatical Techniquea 

Advancea in atatiatica' techniquea have expanded the rrnge of 

Trl^lT I ^'uV,^* "^•'^ conplexlty of analyaea ^t can be 

carried out enabling researchera to teat hypotheaes about factora 
which Bay aediate changea observed aa a reault of treatwnt. For 
exaaple statiatical elaboration of the interaction a>ong the cauaes 
of an observed treataent effect i. now coa«,nplace in childran's 
mental health research. Nodela of the processes through which 

*« factors leading to clinical 
dysfunctions, can be more readily tested with new methods of data 
analysis (Newcomb and Bentler. 1988; Patterson, 1986). Statiatical 
11 ""TT^^ developed and m extensive use by economists have 

enabled scholars to formalize the nature of therapeutic processes 

'i"* ^^•'•^y contribute slgnlfi-antly to the 

Ji^^ii f i**" Pfni*^"^"^^ effective components of treatJnts 

^ ^"'F' together, they allow empirical study 

of many of the important dynamically Interactive processes that take 
place over the course of development, aa .ell as during treatment. 
Careful and Intensive application of these techniques wiU contribute 
to the provision of better stnictured. more rational and effective 
treatments for children and adolescents. 

^« „;[*'*/*^«J»P»fnt of sar a-tnalysis in treatment evaluation has led 
to novel evaluations of large bodies of research (Kazdin. 1988- Smith 
Glass, and Miller. 1980). Such analyses can examir., queitlon. frJm 
large sets of studies. Including many questions that cannot be 
l^llll^iL ^ individual studies. From meta-ana.yses researchers have 
Identified consistencies in treatments among studies, the kinds of 
patients who are likely to change, and the kind, of person, who are 
S!?^. effective in administering treatment (for example. 

Weisz, Weiss, Alicke. and Klotz, 1987). 

Clinical Trials 

The term "clinical trials" refers to a class of studies designed 
to assess the therapeutic effects of a procedure or technique when 
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applied to a specified set of patients, problems, and disorders. The 
method Is sometimes more useful in demonstrating that a treatment 
works than in determining how it works. Nevertheless, clinical trials 
research can, depending on Its level of sophistication, provide 
important Information regarding the process of therapy, that is, the 
unique roles of different treatment techniques and their hypothesized 
mechanisms of change. 

The gold standard of intervention research is the randomized 
clinical trial, which usually requires that the following design 
conditions be met: (1) each subject has an equal chance of being 
assigned to each treatment condition; (2) the chosen intervention Is 
presented in the same way to all subjects within a group; (3) adequate 
controls are used to ensure that changes result from the intervention, 
rather than from unrelated factors or the mere passage of time; 
(4) the research protocol Is sufficiently detailed to enable others to 
replicate the study; and (5) subjects are reliably tested on specified 
dimensions before, during, at the end, and at predetermined times 
after treatment. 

Although the randomized clinical trial Is expensive, no 
alternative means of evaluating interventions provides comparably 
valid information (see Chalmers, 1981; Vortman and Saxe, 1982). 
Currently, there Is a paucity of randomized clinical trials of 
treatments for children and adolescents with mental disorders (Kazdln, 
1988; Saxe, Cross, and Silverman, 1987). Reviewers have identified 
less than 150 treatment studies involving controls (Casey and Berman, 
1985; Welsz, Weiss, Vasserman, and Rlntoul, 1987). Many of these are 
studies of experimental treatment approaches; clinical trial data are 
available only for a very few of the treatments most commonly used 
with children and adolescents In clinical practice 



Reproducible Treatments 

A better understanding of mental dysfunction In children has 
enabled researchers to pinpoint the components of treatment likely to 
bring about therapeutic change. To this end, specific treatment 
techniques have been set forth In manuals for therapists. The 
provision of such concrete guidelines makes It feasible to assess the 
extent to which those delivering treatment actually adhere to the 
specifications of the technique and to develop collaborative research 
efforts at multiple centers. The importance of "treatment Integrity" 
has been recognized only recently. Progress In this area has ensured 
that the results of future studies will give a clearer estimate of the 
effectiveness of specific treatments and the extent to which the 
conclusions may be extended to other patient groups. 
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PROMISING SISAIEGIES FOB TREAIMEIIT RESEARCH 
infection .Wly, b„nf"u rSJuTal^Jwr"™'"" 



Test a Broad Range of Treatnents 



t^rh!?!" * widespread tendency to study therapeutic 

ocner treatronts more coBmonly enroloyed by oaveh^«^r^e^o 

expended <„ treafent research .r. to yield SJJ^It re^rS!^*^ 
upon a large range of interventions used in clinical oractlri. 

— r ^^^^^^^ 

previously uncontrolled diabetes (Moran and Fonagy. 1987) sJ»iUrly. 
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XMSLE 4-3: Alt.m.ttv. Tr-t-nt Ev.lu.tton Str.t.gf. to D.v.lo p ^ EfOcMv, Intervention 

Basic Requirrasntui 



Treatsent Stratagy 
TraatMnt Packasa 

ParaMtrlc Strategy 



Quastlon Asked 

Does treatsent produce therapeutic 
change? 



TreatMnt vs. no treatMnt or 
waiting-list control 



treati»nt to increase its effectiveness? 



differ in one 
treatMnt 



4> 
O 



Dissantling Strategy 



Coaparative Outcoae 
Strategy 



Process-Outcoae 
Strategy 



Patient - Therapist 
Variation Strategy 



What conponents are necessary, sufficient, 
and facilitative of therapeutic change? 



Which treat«ent is the pore or post 
effective for a particular problam? 

What processes occur in treatment that 
enhance, contribute to, or are 
responsible for treatMnt outcoM? 

Which characteristics of the child, fam- 
ily, therapist, or setting are necessary 
to make the treatment effective? 



Two or more treatment groups that vary 
in the components of treatment that 
are provided 

Two or more different treatments for a 
given clinical problem 

Treatment groups in which patient and 
therfioist interactions ara evaluated 
within the sessions 



Treatment as applied separately to 

different types of children, 
therapists, and so on 



(Adapted from Kazdin. 1988.) 



ERLC 



rece^nt 



SJ.^.-?^^lriE??"f ^^^^^^^ 

cllnicar«:itLgs * ^""^ «xa«ining other approaches used in 

Investigate Combined Treatments 

sinele ^re-^SSr^^I^ «h«her the efficacy of the best 

S;t":1^^p1oa^r " w r*""' "-"^"^"^ with%nother 
phamacotheraD? and . ? *" ««ggested that a combination 

eit^^ of tJeSe Ireatm^nL l than 

p^%:n\L"reVfe^:°r "° ^--"-^^^^^^^^^^ isr* ""^ 

potenciaiiy effective combinations U^^h an ^ , 

tMafenc approach may need partlculariv cMeful inv^.^?^« i'' 

£.r TiZtZTot^^tlutl ""'i"^""' Infor^tlon on three treatment, 
™oiiJ? L • ""Prisons of methyiphenidate therapy, behavior 

:j^:a"r::iua -.^t,rj;t™ L'a^^^^^^^ ---- 

SESf— ^^^^^ 

rr^f{^^^ «="i-iai. CO Q.srupt the drug treatment of children The^e 
critical questions need to be ans. red by future research 
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Most important in the case of each aajor childhood and adolescent 
mental disorder is the identification of those symptoms which respond 
well and these which fail to respond to particular treatments. 
Studies nay then be initiated to mbbbb what combinations of 
treatments may overcome the shortcomings of each treatment on its 
own. Carefully controlled studie. of combined treatments will provide 
an additional point of departure for attempts to identify ways of 
maximizing the effi acy of current methods of treatment. 



Assess Long-Term Effects 

Many of the gains demonstrated by treatment for children and 
adolescents have been tested within a relatively brief time frame. 
For example, in the largest survey of treatment -control comparisons 
with children and adolescents (Weisz, Weiss, Washerman, and Rintoul, 
1987), many of the identified studies included no assessment of 
treatment effects after the immediate posttreatment assessment. For 
those studies that did conduct follow-up assessments, the average wait 
after the end of treatment was less than six months. Follow-up 
studies of the long-term effects of treatment are especially 
important, because long-term effects may not be the same as effects 
evident immediately after treatment (Kazdin, 1988; Wrigh Moelis, and 
Pollack, 1976). Indeed, some treatments that appear to be effective 
in the short run do not show sustained effects; other treatments 
produce little or no immediate effect but result in significant 
improvements one to two years later (Heinicke and Ramsey-Klee, 1986; 
Kelvin et al., 1981). These conclusions are equally important in 
evaluations of preventive interventions. 



RESEARCH ON SERVICE DELIVERY AND SYSTEMS OF CARE 

Any complete treatment research program must consider not only 
specific treatment approaches but also the contexts in which they 
occur. One elemei;t of such systems research is services research. It 
includes studies o£ how treatment is actunlly delivered; issues of 
costs, both the direct costs of treatment and support and the indirect 
costs of the burdens illness impose, and possible uses of data 
collected in clinical settings and across multiple research programs. 



Services Research 

Children with severe mental disorders are usually involved in 
multiple services and settings. Comprehensive systems of service 
include diagnosis and treatment, as well as care ranging from 
provision of health and dental coverage to social services for the 
family (see Stroul and Friedman, 1986). Research is needed on the 
impact of clinical services as typically provided. Although such 
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Jr^^^tllTlS^flr.'" ""O"/"'"*'""/ U-lted. they .m 

the perspective of their lonrJ!™ ""^ to be exaalned £ro» 

of norto'plt.1 reslde'u.} SllS coneequenees. For ex«.ple. the use 
(Stroul .'d Frle^.' 5?6)"ltrt?tt?rrr' "'J '""""^ .nor«,usly 

llslZlui ^Z^Tcl^lllTT.' " *er.peutlc ."ost^ Lre or 

SUn-rly^L™ ru" " e'rif^urpre^"^^^ . 
reauirAe f»AA4 4-4 1 ^ , i.«uij.iy preservatxOTi services" 

at «rre™ct"t?tS!tr''f?'"°''"""°" '"""^ «° —al-ted, 

tb«y .re Intend.^ fheX 'tr exXu°"f:d!rlrr""''^ "f 

general, services provided to children fall w^fMri S 
fS^t^e-^r^h^tu'""' A .nc1.1';,trtS " :rte t° 

ih- £ -»"c eSfsr 

federal d..„Ltretl„„ pJo^rLflL^'. to" 

S vW .TtrWa,T"f ^'r"""°" P-J«- „L of 

t=j.vices at the local level and across multiple sites 

encouraged through new funding initiatives '^""^'^ 

effective Ev^l;;^ ^ ^^^^^ services are most 

and se^i;e pro ects ^r^r^H.^'"/"?'^'^^' ""P^™"^ °^ demonstration 
rvice projects from the beginning. This means that evaluation 
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should be considered when requests for proposals are being developed, 
and applicants for funding should be given specific instructions 
concerning the evaltiation of components of the demonstration 
projects. No service or demonstration project in the area of child 
mental health should receive federal funds unless it has sound 
procedures in place for evaluating its beneficial effects on the 
children it is designed to serve. 



Evaluation Research 

A great need exists for information on the extent to which 
research findings can be extended to clinical settings. This is a 
particularly appropriate time to gather such information, given the 
growth in basic and intervention research and the improved methodology 
for evaluation research (Saxe and Fine, 1981; Bickman, 1V85). Such 
research should involve efforts to implement in clinical settings 
procedures that have proved effective in experimental studies. 
Implementation-extension studies, if properly executed, would almost 
certainly include extensive staff training, monitoring of therapy 
sescions, and pre treat lent, posttreatment, and follow-up assessments 
of client adjustment using multiple outcome measures. Properly 
conducted evaluative research is likely to be labor-intensive and 
expensive, and perhaps certain areas will need to be identified as 
high priority. In high-priority areas, comprehensive evaluations 
should be attempced; in other areas, monitoring and rudimentary 
information collection and analysis may be more appropriate. 



Integration of Existing Research Findings 

Historically, funds have been available for individual studies on 
the efficacy of a particular treatment for a particular problem but 
not for efforts to integrate the findings of multiple studieti. Both 
individual studies and integirated findings are essential to the 
development of knowledge in the field. Integrated findings can help 
identify the kinds of therapies that have proved most successful with 
various mental health problems, the problems that have proved most 
resistant to treatment, the replicated findings that warrant 
large-scale intervention projects, and the gaps in knowledge toward 
which future research should be directed. 

Such integrative efforts are particularly needed in the area of 
child and adolescent psychotherapy outcomes* Studies in this area 
tend to be published in a much broader array of journals than most 
researchers can reasonably monitor- -journals in such diverse fields as 
psychiatry, psychology, social work, nursing, pediatrics, education, 
rehabilitation, and even dentistry (for example, studies of treatment 
for dental phobia). Thus, it is unusually difficult for researchers 
in this area to keep abreast of current knowledge. 
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RESEARCH RECOHMEWJATIONS 
Use Existing Data 



Existing inforaation about the effect* of tr«*»^„.- v 
more effiri«nMi» r ^ »i-i-ecc» or treataent can be used 

Data from Clinical Settings 

treatment would be very useful Surh fetore and after 

ll^^nlio^'ZtlZ '""^'f 1. .ought ^hl ^L. o£ 

Of outp.tj.nt s^itJ^s-St'^r.^™^^^^^^^ 

Increase Support fo. Direct Tests of Treatment 
treatment research are n.feded. 
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Small-scale Outcom Studies 



-nvestigations are needed to evaluate individual techniques and 
baf,ic outcone questions related to efficacy and safety. Clinical 
trials of interventions conducted with well specified P*tient 
populations are the backbone of needed research to develop effective 
treat»*nts. Existing re earch indicates that a nuirt,er of Pjyf °- 
therapeutic and psychopharaacological techniques are J^*^^^* 
nuabefof outcome studies devoted to evaluating individual treatments 
should be greatly increased. 



Clinical Drug Trials 

Clinical drug trials, particularly those involving inpatients, are 
very time-consuming and costly and require highly specialized manpower 
and settings; consequently, few investigators conduct them. Yet 
research in such controlled settings is necessary, because compliance 
can be ensured and efficacy and safety can be closely monitored High 
priority should be given to clinical studies of the efficacy and 
safety of drugs; effects of drugs on learning, performance, and IQ; 
comparison of drug, psychosocial, and combined treatments; and 
comparison of drug therapy, therapy involving the parents as 
CO- therapists, and combined therapies. 



Matching Treatment to Clinical Problems 

".esearch on which kind of children with a given disorder will 
respond to which kinds of treatment is needed to improve outcomes 
For example, among depressed children, which kinds of patients Vxil be 
helped by pharmacotherapy and which by psychotherapy? Which patients 
will be helped by a combination of pharmacotherapy and psychosocial 
treatments or a combination of psychosocial treatments? At what stage 
of their illness? Studies matching treatments to clinical problem are 
essential to improving outcomes and should be funded. 



Evaluation of Combined Treatments 

Combined treatments warrant research attention for several 
reasons: many children have multiple disorders (comorbidity); many 
disorders adversely affect functioning in several areas; and residual 
problems often remain after treatment of a specific disorder. At 
present, three classes of treatment appear to lend themselves to 
combination and evaluation: pharmacotherapy, behavior therapy, and 
cognitive therapy. All three are relatively well specified, focus on 
different facets of functioning and hence are likely to be 
complementary in their effects, and include procedures that can be 
applied to diverse disorders. Combinations of pharmacotherapy, 
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foJ'ri::«S:"^^^ ^^^^^^^ -^-l** ^« ^^^h prlontie, 

studies of Treatments Used in Clinic.l Practice 

not J:ci:ii:r.'::j?j:ii:;?i,L\'^^ -'^-^--^ p^^ice h.ve 

thersDv •^iricsl attention. Individual psycho - 

*UtJL^rJhert:r«; J'r^^^'^J^^-ily based trestiienr^nS 
inadequTJelJ ^elted^jntSIiT'^' Tf*^*?- ^^"« on 
given hiS prJoJitJ. """"' P"«l^<^« -bould be 

Extension of Effective Techniques to Practice 

show^^roleln" ^^'^^ ^-^^^J"- ^ave 

be exte^nsivetyt^J^tJl-^^ 'Trll^T 

c^irarp":c"i^^^^ ™^ fo^^'Sc^iv^^^^^^^^^^ 

Increase Long-Tera Support for 
Treatnent Development and Evaluation 

after treat^ent^^y be dSa^IV f '^'''^r' y"'^ 
treatment. ^Se Je^eLpL"^Te^fe"a^^^ i«-diately after 

of studies using various research .^r!? requires a series 

mechanisms to sSpport the proJr^^M P"""^ "<> 

:>u|jporc cne programaatic research needed. 

Long-Term Funding of Investigators 

encourage lnv.,tlgaM™ork «^ ° t°:?".°nj '""'"^^ ""^ 

health problems adamha \ treatment of child mental 

promote^aLTdevaJ^nHrc^eVr^^^^^^^^^ ^^^^^^ 
research scientists J?! !f ! n '^fb^^^ty among outstanding 

Scientist Development f^r ainf^i:""'"' 
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Center* of S;e«e«rch Devoted to Treataent Evaluation 



Center* should be funded, perhaps through Progran Project and 
Clinical Research Center grants, for ongoing treataeat research. Such 
centers would provide stable funding for a cadre of investigators. 
The need for stable, long-term funding cannot be overenphasized, given 
tJtie social and economic importance of the task of identifying, 
developing, and evaluating effective treatments. 



Multisite Collaborative Studies 

Larger-scale studies of treatments, iii which several investigators 
at different sites undertake simultaneous evaluations, should be 
funded. Such studies provide critical information about the 
reliability and reproducibility of treatment effects. 



Support Prevention Research 

Prevention research needs to be conducted on children in high-risk 
groups who can be identified early. High priority should be given to 
efforts to prevent clinical dysfunction among children who have been 
subjected to abuse (physical or sexual) and neglect, children of 
parents with psychopathology (including substance abuse, antisocial 
behavior, and depression), and children at a severe social 
disadvantage . 

NIMH should foster careful evaliiations of early intervention 
projects. It is often the case that those who are effective in 
conceiving and carrying out innovative projects are not those equipped 
to evaluate them. Such groups require assistance from professionals 
with the requisite talents in the design and execution of evaluation 
studies, which will help justify extension of these efforts. 
Therefore, NIMH should consider convening program directors from the 
the most promising community-based intervention programs across the 
country to meet with epidemiologists and skilled evaluators to jointly 
consider how best to incorporate assessment procedures into existing 
progrnras and into those now in the planning stages. 



Increase ?unding for Studies of Disorders and Dysfunction 

Improvements in treatment are likely to emerge as further progress 
is made in understanding clinical disorders. Several lines of work 
are needed to clarify the nature of clinical dysfunction. 



Longitudinal Studies 



:s%sn^-.^r^ iTi^~i:i -^'^---^^^^^^ 

sy-ptom. v« .nJ ovi 1^* r^^^^*! ^» determine wh.t 

prSict conJin^d d?.?rt?o; .Ir^hT^'J Jjf °" •'''^ development 
fro- or lessen dyefL^on "such rl^^.r^^^^^^^ lITJeT'*" f ? 
on the development of intervention! ^^^^ * P**""^"^ ^"P*" 

Evaluation of the F-ily m Relation to Child Dysfunction 

clinical di.;^J„.^'J.fSny fdd^tio^iri"" ^» 

^'T^:Me"»s a^; f:jiiL : tnziriiiii h^VtJ-- - 

children fJo^ the onserf^ti. h P""*^^ vuln.rkble 

functiontnr »arJtal tnt«;JM '^"^^^^on . The impact of parent 
«lternaSJf'.~els if cM?J r P*""^-<^^ild interactions, and 

needs to be ^^refuU^ ex^Ld" -djustment and disorders 

structure requ"e, evaWion of l"! changing family 

care, short- c^^i^ran^mona ^1^.^'^ ^^'^^ 'y"*"*' 
•merged. Results of these stuftTi ??!* t variations that have 

development of .pproacts'to'pliee'nSii ^nTtreS^^t^ °" 

Support Systems and Services Research 

varie^;^Ts^X1"'™.h'S f'^**^*^"^ ""^^^ « 

experiLtarinveftieati^ . ''^^^^ Pe"»it 

4ortanr5portu"«:s Sr eval'^^^^ P"^'*^^ 

designs can^be devised to taJl J^o r; Q""^«P«i»ental research 

service delivery nroer-»s IZ, t ""^^ ''P**'^*^ limits of 

their i»n*ir^ur*!C iS^j;*?,*** "'^^^ conclusions about 

SfSSS:? TT ?r — — - - 



149 



« 15' 

ERIC 



References 



Abikoff, H., & Gittelnuin, R. (1985). Hyperactive children treated 

with «ti«ul«nt«: Is cognitive training a useful adjunct? Archives 
of General Psychiatry. 42, 953-961. 

American Acadeuy of Child Psychiatry. (1983). Child psychiatry: A 
plan for the coming decades. Washington, DC: Author. 

American Psychiatric Association. (1980). Diagnostic and statistical 
nfcnual of mental disorders (3rd ed.) Washington. DC: Author. 

American Psychiatric Association. (1987). Diagnostic and statistical 
manual of mental disorders (3rd ed. . rev.). Washington. DC: 
Author . 

Andersen. L. T. . Campbell. M. . Adams. P.. Small. A. M. . Perry. R. . & 
Shell. J. (1989). llie effects of haloperidol on discrimination 
learning and behavioral symptoms in autistic children. Journal of 
Autism and Developmental Disorders. 19(2). 227-239. 

Anderson. L. T. . Campbell. M. . Grega. D. K. . Perry. R. . Small. A. M. . 
& Green. W. H. (1984). Haloperidol in the treatment of infantile 
autism: Effects on learning and behavioral symptoms. American 
Journal of Psychiatry. 141. 1195-1202. 

Arnold. J.. Levine. A.. & Patterson. G. R. (197b). Changes in sibling 
behavior following family intervention. Jou'.nal of Consulting and 
Clinical Psychology. 43. 683-688. 

Asamow, J. R. . & Goldstein. M. J. (1986). Schizophrenia during 
adolescence and early adulthood: A developmental perspective on 
risk research. Clinical Psychology Review, 6(3). 211-235. 

Auclaire. P.. & Schwartz. I. M. (1987). nre home-based services 

effective: A public child welfare agency's experiment. Children 
Today. 16. 6-9. 

August. G. J.. Stewart. K. A.. & Tsai. L. (1981). The incidence of 
cognitive disabilities in the siblings of autistic children. 
British Journal of Psychiatr: 138. 416-422. 

Bachman. J. G.. Johnston. L. D. . & O'Malley. P. M. (1978). Delinqueiit 
behavior linked to educational attainment and post -high school 
experiences. In L. Otten (Ed.). Colloquium on the correlates of 
crime and the determinants of criminal behavior (pp.. 1-43). 
Arlington. VA: The Mitre Corporation. 



150 



''""MJ"; ^ Ff,' ^'^f' '•^'^^•ll. E.. & Thomson T 

Psychiatry. 2n86!889 ^"^"^ Adolescent 

^:"s.ii'"'- °^ 

'"^a«i," V-rr' 5P'-=«. I- D.. 4 Overall J E 

F p c„.e study. Psychophannacology Bulletin, 29, 251-155. 
Campbell, M.. Gteen, W. H. , 6. Deutsch, S. I (1985) chn^ 

the American Academy of Child Psychiatry. 17. 640-655 

Roberts. E igjir' N^iJ*;: ^"''y- R - ^obler. M.. & 

open-do^e ran« toierfnL ^T? ^" children: An ac^te 

of Oiild anrfdoleiclnt" tf' "'""'^''^ °^ '^^^ Am^'^i"" Academy 
iii.u ana Adolescent rsychiatry. 2b. 200-206. 

Campbell. M. . Small, A. M. . Green W H t«« ^ 

Bennett. W. G. , & Ande«on 7' n98A^ T^^^f' ^^"^^ • 

haloperidol and lirMn™ k ^ behavioral efficacy of 

wLslv:^M?dre?i™h^^rrdi*orS"tc\r'°'r^'""^ 
Psychiatry. 41. 650-656. aisorder. Archives of General 

Campbell, M. . f Spencer I K nQRR^ o u ^ 



151 



o 1 5iy 

ERIC 



Journal of the Aaerican Acadeny of Child and Adolescent 
Paychiatry, 27, 269-279. 

Casey, R. J., & Benian, J. S. (1985). The outcome of psychotherapy 
with children. Psychological Bulletin, 98, 388-400. 

Chalaers, T. C. (1981). The clinical trial. Milbank Memorial Fund 
Quarter' , 59, 324. 

Cicchetti, D., & Carlson, V. (Eds.). (1989). Child maltreatment : 
Theory and research on the causes and consequences of child abuse 
and neglect. Cambridge: University press. 

Cohen, I. L. , Campbell, M. , Posner, D. , Small, A. M. , Triebel, D. , & 
Anderson, L. T. (1980). Behavioral effects of heloperidol in 
young autistic children: An objective analysis using a 
vi thin-subjects reversal design. Journal of the American Academy 
of Child Psychiatry, 19, 665-677. 

Coner, J. P. (1985). The Yale-New Haven primary prevention project: A 
follow-up study. Journal of the American Academy of Child 
Psychiatry, 24(2), 154-160. 

Committee on Community Health Services. (1988). Health needs of 
homeless children. Pediatrics, 82(6). 938-940. 

Costantino, G. , Malgady, R. G. , & Rogler, L. H. (1986). Cuento 
therapy: A culturally sensitive modality for Puerto Rican 
children. Journal of Consulting and Clinical Psychology, 54, 
639-645. 

DeMyer, M. K. (1979). Parents and children in autism. New York: John 
Wiley & Sons. 

Dostal. T. (1972). Antiaggressive effect of lithium salts in mentally 
retarded adolescents. In A. L. Annell (Ed.). Depressive states in 
childhood and adolescence (pp. 491-498). Stockholm: AlmquisC & 
Ulksell. 

Douglas. V. I.. Barr, R. G.. O'Neill, M. E. . & Britton, B. G. (1986). 
Short term effects of methylphenidate on the cognitive, learning 
and academic performance of children with attention deficit 
disorder in the laboratory and the classroom. Journal of Child 
Psychology and Psychiatry. 27. .191-211. 

Evans, R. W. , Clay. T. H. , & Gualtieri. C. T. (1987). Review article: 
Carbamazepine in pediatric psychiatry. Journal of the American 
Academy of Child and Adolescent Psychiatry. 26(1). 2-8. 

Feighner. J. P.. Robins. E. , Guze. S. B. . Woodruff. R. A.. Winokur. 
G.. & Munoz. R. (1972). Diagnostic criteria for use in 



152 



ERiC iGj 



ptychUtrlc r.«„ch. Archlv.. of G.n.r.1 P.yohl.try, 26, 57-63 



"hmr' p; ^•=""^' Farber, s. S. 

v&us.;. Preventive psycholoev- Thenrv r ^-^-u j 

practice. New York: Pergaaon 

Firestone, P.. Kelly. M. J., GoodMn. J. T.. & Davev J n98n 

S ^"--^ -aining'an/:t2:;ii„t'i!d ation 

Aca^S:^oT^\^irp,^^^^^^^ °^ - ^erican 

''"hJ^raS!v?;v^ A^'''P- therapy of childhood 

P^^i ^ ^ "P*^^*- ^" »• Y. Meltzer (Ed.), 
ms Jmr'^ Jhe third generation of progr;ss (pp. 

1/15-1224). New York: Raven Press. 

w"' Jn 'lhi'pr"- f"'"""" -hlzophrenl.: What do 

analysis. Psychological B^lS"':"".:,*:^^?::!""^' ""O 
"""chuAr^.". «■ °?''^">. *■ (1960). Rasearch on psychotherapy with 

SiJiTo/oX:Aia:;-3„"°:i3f:5/""''« 

"""o'sJ^ioL?. * '"-"r"'"' O"""" of Child 

11 J • ^cxiii.K, «. ^i^o/;. Naltrexone decrAACAc 
s.lf-l„J„rlous behavior. Am«ls of Bourology, 22(') 550-552. 

""^^MW.I!,' '■"m"' """"'y' SSwalnston, H. (1988) 

SaT^l?c«l:L°""""^ ^ndon: 

Hood.»lllla.,, J. (1,60). Th. results of psychotherapy with children: 



153 



ERIC 



A reevaluation. Journal of Consulting Psychology. 24, 84-88. 

Institute ■>£ Medicine. (1988). Hoaelessness. health, and human 
needs. Washington. DC: National Acadeay Press. 

Johnson. J. H.. Rasbury. W. C. . & Siegel. L. J. <1'«J> ' JP^^^^^.^^^ ^° 
child treatment: Introduction to theory, research, and practice. 
Newbury Park. CA: Sage Publications. 

Kamo. M. & Edgerton. R. M. (1969). Perception of " 
Mexican-American community. Archives of General Psychiatry. 20. 

233-238. 

Kazdin. A. E. (1985). Treatment of antisocial behavior in children 
and adolescent. Homewood. IL: Dorsey Press. 

Kazdin. A. E, 5^8). Child psychotherapy: Developing and identifying 
effective treatments. New York: Pergamon. 

Kellam. S.. Anthony. J.. Brown. C. H. . Dolan. L. . Werthamer-Larsson. 
L. Bu;kner. J . & Carran. D. (1988). Periodic outcome of two 
preventive trials (grant proposal submitted to the National 
Institute of Mental Health. Rockville. Maryland). Johns Hopkins 
University. Baltimore. Maryland. 

Kolvin. I.. Garside. R. F. . Nicol. A. E. . MacMillan A. . Woistenholme. 
F.. & Leitch. I. M. (1981). Help starts here: The maladjusted 
child in the ordinary school. London: Tavistock. 

Koocher. G. P.. & O'Malley. J. E. (1981). The Damocles syndrome. New 
York: McGraw Hill. 

Levitt E E. (1957). The results of psychotherapy with children: An 
6,raluation. Journal of Consulting Psychology. 21. 189-196. 

Levitt E E. (1963). Psychotherapy with children: A further 
evaluation. Behaviour Research and Therapy, 60. 326-329. 

Mash. E. J. & Terdal. L. 0. (Eds.). (1988). Behavioral assessment of 
childhood disorders (2nd ed.). New York: Guilford Press. 

Minton. J.. Campbell. M. . Green. W. H. .Jennings. S & ^amit C^ 
(1982). Cognitive assessment of siblings of autistic children. 
Journal of the American Academy of Child Psychiatry. 21. 256-261, 

Moran. G. S.. & Fonagy. P. (1987. June). Insight «y°P^°j;^^^^^ 
improvement. Paper prese.ited at the Workshop on Psychotherapy 
Outcome Research with Children. National Institute of Mental 
Health. Bethesda. Maryland. 

Morin. S. F. (1988). AIDS: The challenge to psycholoRy. American 



154 



ERIC 



1C2 



Psychologist, 43, 838-842. 

Morris, R. j. & Kratochwill T R ^Frt* ^ /iqo-jx « 

Child tharapy. New Yori: Pergaifn ^ ^ ' ^'"^ P""^" of 

neglect (pp. 722-763). »e. York: C«*rl,lg. University press 
""cSu; f"lly process. Eugen., OR: 

""::^rL^Ps".c;;i,'::L,^'r\T::r'" '>»-• 

PMterson. G R. , chairterlaln, p. , .„d Reld, j b (1982) a 

^^ITlVlTsT ' Pr.^JI^" -.eLlor 

L'cUt^r- "X^- *"«lc.n Psychological 

'''T'a974)'' 'T^J""'/- ° ' Riddle, K. D., & Brooks 

hypirLtL ^"P^'^^J''-^ methylphenidate treatments if ' 
hyperactive boys, a double-blind cor^arison. Archives of General 



155 



ERIC ^^'^ 



Psychiatry, 30, 789-793. 



Ratey. J. J.. Mikkelsen, E. J., Bushnell- Smith, G., Upadhayaya, A., 
Zuck«n«an, H. S., Kartell, D. , Sorgi, P., Polakoff, S., & 
Beaporad, J (1986). B-Blockers in the severely and profoundly 
nnntally retarded. Journal of Clinical Psychopharmacology, 6(: ,/, 
103-107. 

Remschimdt. H. , (1976). The psychotropic effect of carbamazepine in 
non-epileptic patients, with particular reference to problems 
posed by clinical studies in children with behavioural disorders. 
In W. Birkaayer (Ed.), Epileptic Seizures - Behaviour - Pain (pp. 
253-258.) Bei.-n: Hans Huber. 

Rieder, R. 0., Broman, S. H., & Rosenthal. D. (1977). The offspring 
of schizophrenics. Archives of General Psychiatry, 34, 789-799. 

Ritvo, E. R., Freeman, B. J., Yuwiler, A., Geller, E. , Schroth, P., 
Yokota, A., Mason-Brothers, A., August, G. J., Klykylo, W. , 
Uventhal, B., Lewis, K. , Piggott, L. , Realmuto, G., Stubbs, E. 

G. , & T'nansky, R. (1986). Fenfluramine treatment of autism: UCLA 
Collaborative study of 81 patients at nine medical centers. 
Psychopharmacology Bulletin, 22, 133-140. 

Roosa. M. W., Sandler, I. N., Beals, J., & Short, J. (1988). Risk 
status of adolescents: Children o- problem drinking parents. 
American Journal of Community Psychology, 16, 225-229. 

Roosa, M. W., Sandler, I. N., Gehring, M., Beals, J., & Cappo, L. 
(1988). Children of alcoholics life event schedule: A stress 
scale for children of alccl.>>l abusing parents. Journal of Studies 
on Alcoholism, 49, 422-429, 

Rutter, M. (1985). Resilience in the face of adversity: Protective 
factors and resistance to psychiatric disorders. British Journal 
of Psychiatry, 147, 598-611. 

Rutter, M. R. , 6i Garmezy, N. (1983). Childiiood psychopathology . In 

H. Hetherington & P. Mussen (Eds.), Manual of Child Psychology 
(Vol. 4, 4th ed., pp. 775-911). New York: Wiley. 

Rutter, M., Tuma, A. H. , & Lann, I. S. (Eds.). (1988). Assessment 
and diagnosis of child psychopathology. New York: Guilford Press. 

Sandler, I., Gersten, J. C, Rey..oiac. K. , Kallgren, C. A., & Ramirez, 
R. (1988). Using theory and data to plan si'^port interventions: 
Design of a program for bereaved children. In B. H. Goctlieb 
(Ed.), Marshalling social support, formats, processes and effects 
(pp. 53-85). Beverly Hills: Sage Publications. 

Saxe, L., & Fine, M. (1981). Social experiments: Methods for design 



156 



ERIC 



1G4 



and evaluation. Beverly Hills. CA: Sage Publications. 

^"'^OillArfn?"' T ' \Silver»an, N.. with Dougherty. D. (1987) 

Children's aental health: Problens and services Durham NC- D»k^ 

Schaefer, C. E. & Swanson, A. J. (Eds ) n988^ ruiiA 

»■ »• (1988). T,« Hlgh/Scop. p,rr, 
preschool program. In R H Vrir v i n r> Z/^ rerry 

Seitz, v., Rosenbaum, L. K. . & Aofel N H ^^Q^^^\ orr ^ ^ 

Spltzer, R, L., Endlcott, J., 4 Robins, E. (1978) Research 

ai,g.ostlc crlterU. Archives of General Psychic"?"?, 773-782. 

Sue, S. (1977). Community mencal health Qi^rv^^^o ^ 

so«e^opti.is.. some pLsi.is..'^;:i:ji:rp":ho^L:i-ys^^^ 

"^""m^t; fn ? "r^^"'; ««di"tion and hyperactivity A 

meta-analysis. Journal of General Psychology, lOs!^ 79-86 ^' 

"^'"^i;/' ^i?^^^- and psychopharmacology of child and 

adolescent disorders. New York: John Wiley & Son! 

Weissman. M. M. (1988). Psychopathology in the children of depressed 



157 



ERIC 



165 



parents: Direct interview studies. In D. L. Donner, E. S. 
Gershon, & J. Barrett (Eds.), Relatives at risk for mental 
disorders (pp. 143-159). New York: Raven Pre-s. 

Weissman, M. , Ganmon, D. , John, K. , Merikangas, K. , Warner, V., 
Prusoff, B., & SholoBskav, D. (1987). Children of depressed 
parents: Increased psychopathology and early onset of major 
depression. Archives of General Psychiatry, 44, 847-853. 

Weissman, M. , M. , Prusoff, B. A., Gannon, G. D. , Merikangas, K. R. , 
Leckman, J. F. & Kidd, K. K. (1984). Psychopathology in the 
children (ages 6-18) of depressed and normal parents. Journal of 
the American Academy of Child Psychiatry, 23, 78-84. 

Weisz, J. R., Weiss, B., Alicke, M. D. , & Klotz, M. L. (1987). 

Effectiveness of psychotherapy with children and adolescents: A 
meta-analysis for clinicians. Journal of Consulting and Clinical 
Psychology, 55, 542-549. 

Weisz, J. R., Weiss, B,, Wasserman, A. A., & Rintou , B. (1987). 
Contiol-related beliefs and depression among clinic -referred 
children and adolescents. Journal of Abnormal Psychology, 96, 
58-63. 

Vhitt, J. K. (1984). Children's adaptation to chronic illness and 
handicapping conditions. In M. G. Eisenberg, L. C. Sutkin, & M. 
A. Jansen (Eds.), Chronic illness and disability through the 
life-span: Effects on self and family. New York: Springer. 

Wolchik, S. A., Westover, S., Sandler, I. N. , & Balls, P. (1988). 

Translating empirical findings into an intervention for children 
of divorce. Paper presented at the 1988 national convention of 
the American Psychological Association, Atlanta, Georgia. 

Wolfe, D. (1987). Child abuse. Newbury Park, CA: Sage Publications. 

Wortman, P., & Saxe, L. (1982). Methods for evaluating medical 

technology. In Office of Technology Assessment, U.S. Congress, 
(OTA-H-181), Strategies for medical technology assessment (pp. 
127-149). Washington, DC: U.S. Government Printing Office. 

Wright, D. M.. Moelis, I., & Pollack, L. J. (1976). The outcome of 
individual child psychotherapy: Increments at follow-up. Journal 
of Child Psychology and Psychiatry, 17, 275-285. 

Ziring, P. R., & Teitelbaum, L. (1980, September 22-24). Affiliation 
with a university department of psychiatry: Impact on the use of 
psychoactive medication in a large public residential facility for 
mentally retarded persons. Paper presented at the Conference on 
use of medications in controlling the behavior of the mentally 
retarded. University of Minnesota, Minneapolis. 



er|c 



158 



CHAPTER 5 

R'!SEARCH PERSOMEL AMD INFRASIRUCTUHE 



Ko field has a greater or more pressing need to recrutf 

research L iondSteS ^I f^rin J^' ""l""'"" "her. most 
f.a.r.l .gencus *:t'w ^."Lt n^e^'ir 'f 

?etJ-eirrStrorr/r«CS 

rather than undertaking basic research. services 

chalUn^r'^iC!/''*''""" demonstrate that, despite unique 
cnanenges, narked progress has been made in diamosinir 

aSoU^~^ -^-1 <»i--ders o^^^ni^f:. and 

adolescence. Ev-n so. a considerable expansion is needed in t-h. 
research con»»unity working in this area of inquire N^frous 
disciplines arc involved, many of which have ck^SI ""f"*""^ 
personnel appropriately. trainL^VcoSucHe d^^'' e^^S^^^^ °' 
Specialists need to be traix>«d within ^7 
efforts are made at the s.ie-tir.'J "fo^^e c ^ "'and"""'"" 

mental Jeal^ffv?^ aescribes the research community in child 
rese^ci ?r thirJT ?r ^tructural limitations that impede 
resZ^t ''"""^^ suppLt for such 

THE RESEARCH COMMUNITY 
cuiult^nd'dLT' "'^f ""^ " " Pe««rlc? „e"";gy 

neurL*h^ls"""lL\S:4«::'''""'' l-l-«ng molecular genetics, 
runctlon than most people dreamed possible only a fev years ago 
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Developmental and cognitive psychology continue to explore key areas 
such as motivation, social and emotional development language and 
conscious and unconscious cognitive processes. Much 
about how specific types of brain dysfunction manifest themselves as 
disordered or unusual behavior or thinking. Social scientists are 
learning how to define normative interpersonal behaviors and how 
relationships are formed and social hierarchies established and 
maintaJned."^ Levels of analysis range from the small g""P ^"^^ 
family, organizations, communities, larger society, and different 
cultures. Other disciplines, such as economics, epidemiology, 
anthropology, and statistics, also have valuable contributions to 
make. Typically, for each of these disciplines, research mental 
disorders has focused mainly on those prevalent in adults. :,et. m 
nearly all of these areas, a few researchers are pursuing questions 
about how conditions differ for the young nd what changes occur in 
the course of development. 

No specific information is availaole about trends in - '.search 
personnel working in child mental health, but data about luantal hea > 
research in general are sobering. Notwithstanding the exponential 
growth in the scientific knowledge relevant to understanding the 
etiology, coarse., and prognosis of mental illnesses . the '^""^er of 
individuals ercering mental health research caree.s is insufficient. 
One measure of this reality is the increasing average age of mental 
health researchers. At present, the average a^e °f i";;^^j8ators 
supported by the National Institute of Mental Health its 
sister institutes in the Alcohol. Drug Abuse and Mental Health 
Administration (ADAMHA) is 45 years; that average isv increasing at 
twice the rate for researchers supported by the National Institutes ot 
Health (NIH) (ADAMHA, 1988a). 

A delicate balance exists between creating new career pathways and 
training individuals to follow them. A few years ago. the Institute 
of Medicine (lOM) estimated the size of the NIH and ADAMHA "search 
training programs needed to support biomedical research in the future 
(lOM 1985a). In FY 1986. the number of trainees supported by ADAMHA 
was 38 percent below the recommended figure; for FY 1989. the 
predicted shortfall is 56 percent. The lOM report did not explicitly 
address needs in child research. The committee's assessment °f 
available data, however, is that current training programs are failing 
to meet the serious need for more child mental health researchers. 

The greatest Incentive for a career in mental illness research- - 
being at the forefront of the development of new knowledge- -is not 
attracting enough researchers. Moreover, the problem almost certainly 
will worsen The rapid evolution of the biobehavioral sciences has 
created a demand for more specially trained investigators, typically 
without substantially diminishing the continued needs in well^ 
established research areas. The situation is ominous for ADAMHA 
research in general, but particularly for areas in which research 
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dJso^ders''*"' '^^'^^'^^ <=hild and adolescent mental 



Gore Disciplines for Child and 
Adolescent Mental Health Research 

p...^^."*'^'^ °^ ''^^^'^ "^"^^^ ^"l^h ""^1= « core a.ound which an 

n?e tJ^^or ^ °f outstanding 

? f "'^''^ programs, and institutions could provide 

dJJei^S'J'*'*"^'^ ^ "'^^"^""^ "-"^h initiative." clven the 
U^eJv to hf ""''u °PP°«^ities. no single specialtj is 

several dis^n?? ""^ P"^-"^ be shared Long 

several disciplines that have distinct but overlapping areas of 
interest The co».ittee believes that academic cUn^LrsettW are 
especially suitable for such leadership roles, because they "avf both 

P iief I a°SLr' T""' T^'"'''- ^^^"^^ clinici:i dlLj! 

Sf children H ^ f °^ research are already involved with problems 
of children and adolescents who have mental disorders. Duration of 

a^ttL^lis^^?^^^^^^^^ ll'Tl l~ experi^^cetry 

Clinical and othL d^^iL^?" ^ IL ^r^T^^^.,. 

Child Psychiatry 

stated ^au'cMff ^k/ ^"^^P^^^^^^^y °f medicine, m the United 
resJ^;.v J Psychiatrists are physicians who must complete a 

mtt^ 7 f!""^^ psychiatry as well as training in rMid 
feast foirvel^r-f' child psychiatrist typically I'll have had at 
ir-nL; J f "^'^^''^^ Pl"= °^ years of post- 

graduate clinical training in general and child rsychiatry ?^e 
number of child psychiatrists in the United States has been increasing 

is one of the very few medical specialties that surveys have 
ne'^s^'^r'^H'^'^'i"?" "^^'^^"S ^° -P-^ orde^ S meet clinical 
?GSSAC?"f980 T 'T' '""'^f'"" '^'^-^-^-^ Committee 

ind^aSi;cr?;8^"'"" ""'^"^ °' '^^^^ Psychiatry. 1983; Weissman 

Child psychiatry researchers must be principals in child mental 
th^ h^H"r"f = f^''' b"«d-based Gaining in both med"?ne and 

tte centlr f ""'^ '^^^"^"l competence place them !t 

cents with nental disorders. At present there are very few academic 
ch Id psychiatrists in the United States who are able to us tain f 
major research commitment for more than a few years. Multiple 
? ^? J^^'/^^"^"^' ^"'^ administrative demands are made on thes. 

DS^chift: "''^ "^"'^ ^^^^ academic cMH 

psychiatrists are currently devoting 30 percent or more of their time 
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S JSw «S' 20 can be considered fulLtLe investigators. 

SaSfiC^I ChnS* /L"?" "^^"-"^ (American 

^ /"'^ Adolescent. Psychiatry. 1989). This represents a 
?s^° aS available for child .ental healfh research 

1986) ^""^ W*i""n and Bashook. 

There are several reasons that few child psychiatrists eneae- in 

icfdiiJrfl. L "'J'^ ^^'^^^ sidetracked info fther 

Jercen^ of LJ? ^"'S ""T^ ^^'"'"^ psychiatry. Only about 4 
percent of medical students choose psychiatry «s a specialty a- i 

sen?l'r°"Hf''i'' °' '"''"^ ^^^^ psychiitry. Of those 

saJ tLrtJe! '"''"^'"^ '° psychiatry. 34.6 .ercent 

say that they want to pursue an academic or research career (31 2 
p-jrcent express a broad interest in clinical practice, teaching ' an-* 

Irv:w^V'J'\P"""^^ ^''P''" ^'^^^"^^^^ « significant "search 
involvement during their medical career. Thus child psychiatry 
researchers are likely to constitute about 0.15 percenfof aJj^edical 
students (Haviland. Pincus. and Dial. 1987). medical 

In general, neither medical schools nor child or general 
psychiatry residencies provide many opportunities for formal training 
in res.jarch. A. a result, at the end of a decade of clinical 
-n*ll! J^'-^^^ graduating child psychiatrists interested in pursuing 
an academic career are faced with the choice between earning a living 
as clinicians or pursuing additional postdoctoral '.raining fn 

t^3 *^**^f "^'^ ^^""^^^^ ^^"'^i*! remuneration. The 

t documented ( • Haviland et al. . 1987 

i!d at ifl^r psychiatric faulty, only 1? perc;nt have 

a^fr-^. J%A°"^ °J Po^'^o^o"! research, compared with an 

average of 34 percent for other medical school faculty in non-surgical 
clinical departments (Burke. Pincus. and Pardes 1986) surgical 



Clinical Child Psychology and Developmental Psychology 

Clinical child psychology is not formally identified as a 
maJn?ri?iJ^ jfiS^^"^"^ psychology, but some psychologists do work 

tt ]^ lu ^"'^ their families. Clinical psychologists 

obtain a Ph.D. degree through a combination of course work Snd 
clinical experiences and most often have at least two years of 
postdoctoral clinical training. A relatively new area called 
developmental psychopathology focuses on how mental disorders manifest 
themselves within the context of the changes tnat occur during the 
course of developme; From one perspective, developmental 

?uSn^*f S ^^5^ " '?"^"'' '^i^iplin^ that has emerged from a 
fusion of developmental psychology- -the "basic" study of normal 

tTllTT^^f processes- -with clinical psychology- -the "appli d" study 
of mental disorders and their treatment. However, the term 
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-developmental psychop*.thology" also has a broader use that transcends 
disciplinary lines, referring to a particular framework that all of 
the child mental health disciplines can use in considering mental 
disorders and mechanisms underlying disturbed development. 

The shortage in psychology of researchers concentrating on child 
and adolescent disorders not as acute as it is in child psychiatry, 
but there is little room for complacency. Although the number of new 
Ph.D.s produced each year has remained fairly stable at about 3.000 
during the past decade (Howard et al.. 1986; Pion, 1988; Stapp. 
Tucker, and VandenBos. 1985). the majority do not become heavily 
involved in research careers; even fewer focus on research related to 
child and adolescent mental disorders. In 1987, slightly over half 
the new Ph.D.s were in clinical, counseling, or school psychology; 6.5 
percent were in developmental psychology. Among new Ph.D.s. between 
1983 and 1986. only 14 percent of those in clinical psychology and 46 
percent of those in ('ovelopmental psychology reported spending 20 
percent or more of their time in research; only 4 percent of clinical 
psychologists and less than 20 percent of developmental psychologists 
reported spending 50 percent or more (Pion, 1988). Furthermore, 
although precise figures are not available, it would seem that even 
fewer psychologists are involved in research related to child 
problems . 

Present prospects for increasing the number of psychologists 
undertaking research careers in child mental health are not 
encouraging. Between the period of 1975 rnd 1985. the number of 
clinical psychologists had increased to more than half of all 
psychologists (Pior. 1988); however, slightly over one-third of new 
clinical psychologists in 1983 were trained in practitioner programs 
rather than in the traditional scientist-practitioner model (Howard et 
al., 1986; Pion. 1988). Moreover, the greatest increase in new 
clinical Ph.D.s has come from lower- ranked departments (Howard et al. , 
1986; Jones. Lindzey.' and .oggeshall. 1982; Pion. 1988). Over 
three-fourths of new clinical Ph.D.s are engaged in the delivery of 
human services, with little or no research involvement (Pion. 1988). 

In developmental psychology, the situation is different. The 
niimber of Ph.D.s awa>-ded by departments ranked in the top quartile 
actually increased s.xghtly in the past decade, even as the proportion 
of Ph.D.s from these departments declined nationally from 70 percent 
to 58 percent because of larger increases in lower- ranked 
departments. In contrast to clinical psychologists, nearly two- thirds 
of developmental psychologists are eniployed in university, college, 
medical school, or other academic settings. In many other areas of 
psychology from which research contributions related to child and 
adolescent disorders have come, the number of new Ph.D.s in recent 
years has remained steady or declined (Pion. 1988). New areas such as 
behavior genetics, neuropsychology, and health psychology have 
proDably increased their numbers. 
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rese2crtr-?in""i J'fji"*^^" the nu»ber of pre- and postdoctoral 
i and other sources, it is 

J^viloLe^tir* ^r.'^' percentage of recent Ph.D.. in ciinicij 
i^rkSTv P-y'^hol'^ry who are heavily engaged in re.earch is 

narkedly higher aiiong psychologists >*o received federal or private 

S^^/f -^^S dependenJ ioleJy^of 

personal funding (Pion, 1988). ■'^ 



Social Work 



„f work "lakes a substantial contribution to the clinical care 

ploCJL Hari.t'^r' ''r'^l''- '^^^ 200.000 sociaJworke" 

provide a variety of services in various settlnjrs (Battle 1987^ 
slightly over 25 percent working in the area of*Lnt;"he;Uh JLos 
cMld :2:str*?'?;.''''^K P»y<^^°l°8y. scciar^oJi ZsV^Z: a 

Sit e^hSlL S'i."'^",' ^"t«'"-d trainees can choose programs 
r^^K^ n*"^^^** ""^'^ disorders for their clinical activities 

a iLSrs'dfe^r. r- ^^ °--»»-l-in8 -Jority of social^orL" have 
a masters degree in social work (M.S.W.). 

traiS*and^r!Jf;/r^^^ ""^"^ °f excellence to 

tram and retain researchers. Even so, social work research has 

s2tincr'h''^'f ?r'^ '° fa-ilies^Lr stress, 

substance abuse, delinquency, the organization of social services 

disorders. Most research in social work is produced by those who have 

1* ^ ^ * """^^ fraction of those focus on topics 
Ji!;^^ ^i^'^'T '° disorders. Hence, social^ork has a 

nealth and the number who conduct research relevant to it. 

Social workers tend to earn relatively low entry- level clinical 

st^mcAntT'"'/!'^ "^"^"^ ^"^^^ professionals so ' 

atf^-5J i ^inan'^ial ^"PPort for tuition and stipends is necessary to 
attract and retain talented individuals in training and post-traiSnr 
positions. Further>«>re. the field has no strong tJaditiorof cUnicfl 
investigation in relation to mental disorders of children The 

?e^irch°f *f ""^^^ ""'^ ^" ^^^^'^ «ntal health 

research i^, due not so much to a dearth of interested and able 
sv.adents as to the lack of financial support for five or six years of 
postgraduate study and to the fact that few schools of socia/^"k 

\!t ! of faculty who are engaged in research of 

kind, let alone research related to childhood disorders. 
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Pediatrics 



Pediatrics has a strong interest in health promotion and in the 
prevention of and early intervention in psychobiological disorders of 
infants, children, and adolescents. The pediatrician is often the 
first health profession?;! to have contact with a child or e 'olescent 
suffering from a developiwntal or wsntal disorder. Childhood aental 
disorders are a very significant part of the pediatric practice, and 
pedlatr' iians today mist be competent to diagnose and manage them. 
Pediatricians are also concerned with the psychological aspects cf 
chronic illness and handicapping disorders. Because of their early 
and continuing contact with both sick and well children from various 
ethnic, socioecormic, ai.d cultural backgrounds, pediatricians have a 
aaior role in child menta! health care. Increasing numbers of 
pediatricians are seeking formal clinical and research training in the 
psychosocial and developmental aspects of pediatrics (Green, 1983) . 
These pediatric investigators are in a unique position to identify and 
pursue clinical questions needing further study. 

Behavioral pediatrics is a relatively small subspecialty of 
pediatrics, with only six fellowships programs for advanced training; 
the emphasis is mainly on clinical applications, not research 
implicacions (Haggercy. 1988). Still, it and ether subspecialties of 
pediatrics have a strong tradition of basic and clinical research and 
offer a source of developmentally oriented research physicians for 
collaborative research on child mental disorders. Academic pediatrics 
has recently developed new and imaginative training vehicles for 
physicians attracted to research careers in academic medicine. 
Notable among these is the Pediatric Scientist Training Program 
Implemented in July 1987 by the Association of Medical School 
Pediatric Department Chairmen and partially supported by the National 
Institute of Child Health and Human Development ar.d a number of 
private foundations, including the William T. Grart Fotindation 
(Association of Medical School Pediatric Department Chairmen. Inc.. 
1988). 



Interface with Other Applied Disciplines 

Other disciplines have a major involvement with children and 
adolescents with mental disorders, especially in terms of providing 
care These disciplines have much to offer, and links between th' m 
and research programs on chilr' mental disorders would be invaluable, 
fs would a greater research emphasis within the disciplines 
themselves . 



Cliild Psychiatric Nursing 

Child psychiatric nursing is a relatively small component of the 
mental health profession. Child psychiatric nurses provide care in 
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S p^J:^!:^, L J^""^" °« th. young. »...„Lr. In 

T^^^Ki-. ''"^J^ aecectlon of and incervention for develoDBftntal 

ngea aedical car.-,, e.g.. premature or addicted newborn babies. 



Special Education 



with^Arvo^e'^'r>;"r^ -^J^'^ to offer about working 

of mental disorders sucJ a, - f^'^ children with a variety 



Other Child Care Professions 



nn«.?^"J^\^^ children and adolescents are also cared for in 
needs of their char«; ,nH ?.T i, ^ " "^l" '>"i'= 

possible .»»iijrrrLr.o«\;pliner"Hi:t„^r'n" r 
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Interface with Basic Sciences 



Continued efforts are needed at the institutional and national 
lovel to facilitate appropriate interdisciplinary collaborations. For 
example few foruBS exist for interested researchers to meet 
investigators from other disciplines. Most ^'^^J"^""^,"'^^,, 
presenting scientific findings, namely J--*^; 
organized along disciplinary or di"»"-«PiJ^"%^i"*!: 
planned efforts to get researchers fro. different Jisc^lines 
together, from trainees to senior faculty, should be fostered. 
Particular support should go to arrangecents that ensure that 
Investigators Shose interests cross departmental lines have adequate 
chances for rewards and prestige, including academic tenure. 

If clinical departments engaged in research on child "^n'^*! 
disorders are to fulfill their mission, they must obtain the active 
participation of basic scientists, whether they specialize in 
psychological or social mechanisms or in biological P"«"^«-^ J^^^ 
should also be fostered between academic researchers and settings 
especially relevant to children with mental disorders, including 
schools, correctional centers, and residential homes. Too of ^n. 
creativ; mixtures of basic and clinical professionals doing "holarly 
work in nonacademic settings fail because no viable career pathways 
can be forged within them.^ Appealing and feasible career pathways 
including academic tenure, must exist if such innovative efforts are 
not to be wasted. 

Nonclinical academic settings such as schools of public health and 
departments of psychology, sociology, economics. ^"^h'^^P^^Jg ^J^** 
m^V be appropriate sites for research centers in child mental health 
Especially useful «.y be collaboration among clinical and experimental 
psycholo^ programs, schools of education, sociology departments 
social work programs, or child development programs. Key figures 
within schools of public health and departments of e^^^-^^-^" .^"J. ^ . 
epidemiology might also oe recruited to these efforts. ..n addition to 
the iutrinflc vKue of the research they support, such P"gJ^«,;"^^ 
powerful way to increase the likelihood that young people will become 
aware of and be a-tracted to i-he multiple fields that focus on 
childhood mental illness. 



INSTITUTIONAL STRUCTURES 

Research require, some structural arrangement that, at a minimum, 
gives access to the popvlation being studied and P'^o;""^"^^^f^J, 
facilities and equijiment For stability, research sites typically 
need incentives lo recruit and retain investigators and -ny acquire 
primary and secondary training roles. As not«d earlier, the child 
mental health field has relatively ^ w examples of such complete 
research structures, although more -.e maturing each year. Thi^ 
section examines some of the issues that may affect their development. 
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P^^^P^* •ntering research careers 

related to -ental illness. Personal di icentives include the costs 
Of nany years of education, the frequ. need to obtain and later 
r2!L!w!?i relat.^ely low stipends accompanying 

research fellowships. Many institutions lack appropriate .entors to 
guide the young potential researcher through the long -apprenticeship- 
.hat typically precedes an independent research career. 

At the institutional level, decreased sources of revenue have 
forced acadeaic centers to place greater eaphasis on responsibilities 
such as clinical practice and teaching, rather than activities that 

"^i^ advanc* knowledge and the scientific endeavor (lOM. 
1985b) . Faculty «ay find oost students engaged in clinical work or 
teaching responsibilities and their laboratories lacking vital 
equipment and space, because no support is available for trainees, or 
u f equipment needed for their research. Students 

Often find their mentors in the classroom or clinic, not the 
is rew^rSd evidence that basic or applied research 

The low level of support available for established researchers is 
an important disincentive. Research on mental and addictive disorders 
VoacKN*" chronically underfunded for well over a decade (lOM 
1985b). -a reality that can discourage even the most committed 
researchers. Ths competition for limited resources has been fierce: 
^"l^nninf Ki 1983-87). an average of only 43 percent of 

(ADAMHA. 1988h). The effect on young researchers may well be to 
discourage them even before their career begin 

Of particular concern to many administrators and researchers that 
onLr^rJ^" <=o^-i^acted was the lack of progressive research training 
opportunities that would "track" young future researchers to ch« point 
of achieving a first research grant and on into research careers where 
Inll T f*'^^*^ °«ntors to the next cadre of young researchers, 
bome steps in this incremental mechani.s(s already exist, but actual 
award amounts are insufficient to meet either institutional or 
individual needs, and more slots are needed. 



Availability of Research Facilities 

Productive research is impossible without appropriate equipment 
and facilities yet the vast majority of potential sites for mental 
health research lack even this fundamental requirement (NIMH. 1988a- 

tit^'ll ^'J:r^ ^""""^^^ ^'^^"'pi^' »o« than ; 

half dozen chilu prograas in this nation have laboratories with even 
the rudimentary equip.T»nt required for biological research on brain 
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development at the genetic, molecular, and cellular levels. Of those, 
even fe»er have the equipment needed to pl»ce them in the forefront of 
existing technology, even though the need to consider developmental 
change can greatly increase the complexity of the problems under 
Investigation. Comparable problems exist throughout the field. In 
most institutions, child researchers must compete for funds and space 
with other, better established programs; distressingly few have done 
so successfully. 

Much of this deplorable lack of facilities and research tools has 
historical roots. The original impetus to create the majority of 
chi?d mental health programs was a desire to provide clinical 
services, not to promote research. Most child programs exist within 
?.arger departmental units, many of which have relatively scant space 
and equipment for research of any type. In the absence of strong 
incentives, institutions largely elected not to channel valuable and 
limited resources into child mental health research. Now, even those 
academic institutions that acknowledge the importance of fostering 
research on childhood mental disorders lack the resources necessary to 
provide new, state-of-the-art facilities for researchers. At the same 
time, the federal government has relinquished the key role it played 
in so many other areas of research several decades ago, when it 
regularly granted funds not only to support ongoing research but also 
to create the facilities and obtain the equipment required for that 
research. Private foundations and individual donors also seem less 
enthusiastic than they once were about donating funds for facilities 
and equipment (NRC, 1988) --and they have never displayed great 
interest in child mental health (Herring, 1987). 

Redressing rhe general lack of facilities for conducting research 
on mencal disorders in childhood and adolescence will not be easy. 
The development of appropriate settings probably will entail 
partnership among academic institutions, private sect>r, state and 
local governments, and some federal agencies. The first step is 
recognition of the need to develop financial resources for 
construction or renodeling of facilities. NIMH may need to seek 
special legislation to permit the use of federal funds for purposes of 
renovation or construction. 

Requirements for research facilities vary widely depending on the 
research being done. Often facilities cannot be shared easily, so 
child re:.earchers may need their own. Development of such facilities 
could be linked to other desirable goals for child mental health 
research, for instance, creating innovative cross- and 
multidisciplinary centers of research with superb resources for each 
of the major research areas. 

Special equipment needs include computers with which to facilitate 
analyses to elaborate and expensive equipment for manipulating genes 
or studying electrical discharges of single brain ceils. This type of 
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Uw!^«^„'''^ v"^ expensive; the equipment for a nolecular bioloav 
laboratory costs between $200,000 and $1 million fNIMK 1988-^ ^^1^°^^ 

fSd?nf Jo? necessary to pen.it expenditure, for equipment 

l" ^ere irr^eL'?"'""'"' ^^^^ition^lly beeA 

for thX't^pe^f eq:?pfe°nt"°" '"'^ flexibility in funding 

Enhanced Interest in Child Mental Health Research 

rhiw! ^T.l^^ P"*'"*' academicians prefer not to think about " 

children with severe mental disorders. Child mental heaUh 
researchers, therefore, need to tell their colWes tr^n.., , h 
others about developments within the field. sStraS'ct t; bf 
chHd '° well.executed courses oTSe i^"rSnce oJ' 

Jipose thefr h'""'. '^'^or^ers. the burden of iUress they 
w!?ri;at cii ^^^^ "P*"* ^^^^ ""^S^"" "^^^ progress. Coupled 
Tn « ?r ^^^^ »*"y scientific opportunities exist 

s^lfn^be^o r 'r"'?"' i-pre.sive progress achLved b^l 

SMll number of scientists and clinicians who have been working for 
only a short time. Professional organizations can organize proer^s 
"ttjr'%::e':,1:J? individuals to use within tSe?r ow^^S^ic 
^l^'l^health'e^^^^^^^^^^ In^L^de?^'^^^^^" ^^^^^P^^"" ^" ^^^^^ 



o 
o 
o 



distribution of information to undergraduates • 
participation in admissions committees • 
involvement in teaching ,nd curriculum 'development- 
maintenance of quality cl .nical experiences 



Exposure to child Mental Health Research 

Participating in a research experience or coauthorine a scientific 
corr!/: r Tk"!"'""" " '^"^^"S ^P^^^-l^y training if highiy 

(L! et """^itVr' f ^° P'""^ ^ rfsearch'career 
th^I^ f, ' ^ • Neinstein and MacKenzie. 1989). This sueeests 

S«ease Z ^ °' P«doctoral research opportunities could mafkedW 

experiences oT 1 °k Such ^ 

°" ^ ^'^ provided by research-oriented faculty who have 
part?c?naMo'' T'^""" willingness. Projects can vary 'from 
Jheir Jorm ^K ^ '° ^^^"^^ °^ independence . Whatever 

their form, they require good advising, a mo.est bMdy.t for stud-nt 
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research projects, and good facilities. Recognitioii for students can 
include prizes or awards, though the best reward is a successful 
experience that leads, if appropriate, to participation in publication 
of the results and presentations at scientific meetings. 

It is the committee's impression that prfjdoctoral research 
opportunities are becoming less available, because academic 
institutions, federal funding agev.-.ies, and private foundations have 
reduced support for this category of training in response to a general 
scarcity of resources (lOM, 1985b; NRC, 1988; Pion, 1988). It is 
difficult to imagine a cheaper, more effective way to recruit to the 
field. NIMH is actively engaged in sponsoring a number of programs 
that could be used to attract more trainees to child mental health 
research, including research extemships for medical students in the 
intramural research program in Bethesda (or at other major psychiatric 
research centers) and predoctoral uni^Tsity fellowships in the 
neurosc iences . 



Research Training i^. Clinical Programs 

Most clinical training programs are, at best, neutral toward 
research; some seem to view research experiences as competitive with 
the "real" objective of the training. sychology doctoral programs 
include courses in research methodology and require a research 
dissertation; even so, for many trainees in clinical psyche ^gy, 
especially in Psy.D. programs, clinical practice is the dominant goal 
(American Psychological Association, 1988; Pion, 1^88). Few clinical 
students get formal exposure to such basic research skills as 
hypothesis construccion and evaluation, to the ways in which knowledge 
develops, or to pressing res. arch problems and opportunities. . Even 
within the clinical domain, students often have no opportunities to 
consider how knowledge accumulates and how they best can assess new 
findings as they emerge. 

As noted earlier, child psychiatrists in particular have limited 
research training (Haviland. et al., 1988). Psychiatry has never been 
especially prominent in programs that support combined M.D.-Ph.D. 
training. NIMH has recently established such a program, which might 
be an excellent opportunity for child mental health, as well. 

DOING RESEARCH WITH CHILDREN 

One impediment to child mental health research is the widespread 
fear that it cannot be done ethically. Research on childhood mental 
disorders, like all clinical research, entails a balance between 
attention to the needs of current patients and interest ir what can be 
done for future patients. Further, research must be guided by the 
highest concerns for the rights of the individual and the ethical 
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nS^r'iJ^^^*'^" inveatigators. Unique issues are raised in the 
course of research on children, including the role of parents in 

L":^:'ab:r::;vt ^^^^ chuLTcL'^e 

to a^l i^aniw 11 ^''y^"^ '^•P-'^i^y °f children 

Sfect^S hr^hi 5 ^ participation. All of these issues are 
create! rJL ^?*"* '° "^^^^ ""^ particular research project 
involved a^d P»5!"^i«l direct benefits for the children 

tZ llltk iT^lnTTJ generally. Often, the fact that 

exLii: K } developf-^.g coaplicates assessment of risk, for 

:ppTen; S^tiry%i^s"«u"e'?/"*"" ^" ^"^^^ ^"o„e 

biological markers: What are tJe ethLal * 
implications of identifying children who are only AtJlL for 
developing a disorder, whether it is diabetes or dJJ^SfTonr 

receiv?irLrT?"*' ^"'^ "'^"y i""" deserve and are 

such Lsues facnit '!! ^»'«"«htful consideration of 

rinS " ^'"^^ f^^^thermore. Jhe discovery 

betL.: "fkrandl r 5""' ^"""^^ «^he balance 

between risks and benefits for treatment research in some disorders. 

exam^T ?^t?!\'T''"' themselves ripe for research. For 
example, little is known about the process of consent, by which 

Simi?;r?v*"i P'""'' themselves with an In^esUgat^r 

Itlil".^' «f enhancing the consent process, so that 

resiaLh ^'P^^'-^^ly informed in a way that is integral to tS 
^n!^?r^P","''' ^* enormously beneficial for fll research 

Institutional review boards can be extremely helpful ?n facilitating 

:p^P^P^Utr^^^^^^^^^^ urging^xplLtion 0^^^^^^ 

FEDERAL SUPPORT FOR CHILD MENTAL HEALTH RESEARCH 

a«n!!;^^*'°r °^ children are of potential interest to many federal 

of c^n.; f r^^"' D«P«"»ent of Eduction addresses problems 

int^Jere "iti ? " developmental difficulties that ' 

in lmVt l««"ing; the Office of Children. Youth, and Families 

in DHHS has programs for delayed and deprived children induing Head 
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Start: Maternal and Child Health in HRSA works to prevent problems and 
has especially close ties to pediatrics; the Justice Department must 
copa with children who violate societal norms; and other agencies deal 
with issues of developmental disabilities, rehabilitation, and 
entitlement programs. However, none of these agencies have shown a 
strong or consistent interest in children and adolescents with severe 
mental disorders. 

A few federal agencies directly or indirectly support research 
relevant to childhood mental disorders. Two of the National 
Institutes of Health (NIH) focus on development and disorders of brain 
function in children. The National Institute of Child Health and 
Human Development (NICHD) has taken a leadership role in funding 
studies of child development and disruptions of it, especia.ly mental 
retardation, and in fostering research in the subspecialty of 
behavioral pediatrics (Herring, 1987; NICHD, 1988). 'ilie National 
Institute of Neurological Disorders and Stroke (NINDS) includes in its 
neuroscience research program a focus on developmental disorders of 
childhood such as autism and communicative disorders (Herring, 1987). 
Within ADAMHA, both the National Institute on Drug Abuse (NIDA) and 
the National Institute of Alcoholism and Alcohol Abuse (NIAAA) sponsor 
some research on adolescents and substance abuse, especially 
prevention of abuse (Department of Health and Human Services [DHHS], 
1987; DHHS, 1988; Herring, 1987; NIDA, 1988). None of these agencies 
takes as part of its mandate a responsibility for promoting more 
general research on child mental disorders. That role, within the 
federal government, falls entirely to NIMH (Herring, 1987). 

NIMH is the federal agency that has most dramatically fostered and 
shaped research on mental disorders. Mental health researchers look 
to NIMH not only for direct financial support but also for leadership 
in setting an agenda for mental health research. Its intramural 
programs, clinical and basic, were the training grounds for many of 
the most successful researchers in the field and retain an important 
role in training new generations of researchers. To date, the success 
of NIMH in fostering child mental health research has been less 
dramatic than in some other areas. Directors of NIMH have repeatedly 
expressed interest in the mental health of children and youth, yet 
NIMH has had a specific program in child mental disorders only for a 
few years and has not yet appointed a permanent head to its extramural 
Child and Adolescent Disorders Resep'ch Branch. Similarly, NIMH has 
no intramural biological research laboratories that focus mainly on 
developmental aspects of mental disorders, and it has only two 
intramural child clinical research programs- -one on certain child 
mertal disorders and one developmental research with clinical 
implications (He-ring, 1987). The following sections review various 
mechanisms by wh ch NIMH supports research on child mental disorders.. 
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heal^ rnfither J "^"^""J "^""^ ^" -hild mental 

from NIM^ wirt U»i^!j ^"/"P- ^he «ain. training support comes 
frol mTfor lLlt f l ^"f iaatitutes and 

ac'ss dis^rde^s ""archers whose training objectives cut 

fur^!III^"^^*^* ?^ mechanisms to support research training and 

c^SJ") "^?r"' 1^"! " the Appendix ?o tMs 

researcLrs "^f" specifically xntended ?or child 

and diiersi^v of """'"^ 8«"«ally. the quality 

„r ^ ^ research training mechanisms, though not the 
level of support, are sufficient to meet the need^ of the fielT 

Current Funding for Research Training in Child Mental Health 

A review of the actual numbers of trainees and youne investii^ator, 

^Se"?e:e"SJ:h'1raJ^if T"'^ in.povrr?sh\"'oT" 
wi training and career development programs for mental 

general "!""\"k-. '''^ """^^ trainees botj through its 

IrZl^ ZT^i * congressionally mandated ' 

?9Sf^sf nosf^ " . '^'"'^ <NRSA). Between 19n and 

1^85. NRSA positionn drop.sd from 1300 to 996. For FY 1985 70 (7 
percent) of the awards went to physicians; the next year 929 SrsI " 
trainees and fellows were supported, of whom feS^r than ^0 app^r to 
■ZLlT P^yj'ef^"^- appropriations for 1989 support tlVmsT 

-rainees and fellows. In fiscal year 1988. NIMH had a research 

sp"cm?.?i'^r °' f ' ^upp^rt fdr rese«ch tr" ning 

in Suiij 'T.'Tr -<io:o.ccnt cental disorders'totaled 

only SsA awardf in f9;8 ?^ """^^^ ^° ^^'^^"•i"^ the 

oniy NRSA awards in 1988 for research training related to chiL-l and 

cfl r?.' "'"f*^ disorders were seven institStio .al awards wMch 

f::dei'bfth'e"Snd' a:;rds 

n^Tr! w ^J^^*"** Adolescent Disorders Research Branch at NIMH 
i];i;S.'l9%8b"" ''"'^ ^'^^'^^ ^" ^^^^ P-^ three^^aJf- 

Weaknesses of the NRSA Program 

fieirMJ^L^r^""??!!;" 2"^^^ beneficial for the mental health 

Aillf' J"f^"**^"8 child mental health research However several 
diff culties markedly limit its current usefulness (H^viUnd et al 
1987). Some of these problems can be corrected administratively 
others will require legislative action. Although thLe problems 'are 

then."L2r '° f ^"i--. the'committee addresses 
them because of the importance of thes^ training funds 
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Indebtedness can greatly influence both the likelihood t.iat 
someone will consider a research career to begin witti and the ability 
of a trainee actually to enter an acadeaic research position once 
trairdng i« completed. Typically, junior research positions in 
academic settings pay substantially less than do clinical or 
nonacademlc Jobs. For some research areas with critical personnel 
shortages (e.g., AIDS), traineeii going i..to research are forgiven a 
portion of their educational loan debt. No such arrangement currently 
exists for child mental heal'zh research. 

With existing NRSA regulations, trainees in clinical programs may 
participate in research only if they take time off from their clinical 
training or delay research training until after the clinical training 
is over, thereby markedly lengthening their time as trainees. It 
should be possible to develop ways of melding research and clinical 
training when appropriate. 

Stipends re.aain low, creating a situation in which potential 
researchers are asked to extend their education, during which time 
they receive relatively little financial support, so that they can 
enter a career that almost certainly wii.1 pay less than other career 
pathways within their discipline. Realistic assessments, with 
periodic adjustments for inflation and other factors, are needed for 
stipends within each field, using as a basis for comparison other 
types of training experiences. 

Little attention has been given to the creative use of short-term 
NRSA grants aimed at undergraduates, medical students, and predoctoral 
researchers. The iatportance of the broadened exposure to research 
that could be achieved by expanding and publicizing this program 
cannot be overstated. At a small cost, such programs can greatly 
enhance the ability of established Investigators to Interact with and 
encourage potential researchers early In their careers. 

Insufficient recognition has been given to the real costs of 
training. Academic Institutions currently bear hidden and overt costs 
of tr inlng grants such as the NRSA awards. Including particularly the 
costs of teachers and mentors for the programs. Increasingly', 
especially in clinical disciplines, faculty members have scant free 
tlue to devote to teaching, and must either sacrifice their own 
research time or elect not to teach. 



Support of kesearch Career Development 

Table 5-1 summarizes Nl.ffl support for research career development 
awards In the area of child and adolescent mental health. These 
programs have had an enormous Impact on research dealing with irental 
Illness. The NIMH research budget for fiscal year 1988 was $345 
million, supporting over 1.260 research grants and awards. Of this, 
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Il^J! ^••••rch Career Developuent Awards In Child «nd 

Adole.cent Mental Disorder.. 1986.1988 . 



ADMINI58TBATJYB ^Jf^jy 
CHILD/ADOLESCENT DISORDERS 



*Dat« unavailable. 



SO 9 -JllJir - '"PP**" developnent awards, with only 

ca;L« ? '"PP**" development a!id stabilization of 

careers of investigators *.n the child mental disorder, area. 

not tri^j:«J*^ H^^'nT'^^ reorganizing the». the co-itte. decided 

the wH^f t !^ ^^"^ available, and the conaittee has 

JnvesSelJoir ""^""t ""^ ^» established 

ioS ciiJeru'for ;^Sn ''^P"^'"*^* tne» «>re competitive. 

Docn criteria for making the awards and mechanisms for selecting 
•wardees should foster fair selection at e^.ch easier Lvel * 

ara-^^r***!!^' '^''"•rch scientist award system lacks a clear 

proviae a career path for talented young researcher. . 
structure well might improve the chLef of r"2n"g younj Jeoole 
long enough for them to become independent reJe«ch«s SpecUUv 
i-portant are early development awards that cin acco^odate'J^^i"^ 
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levels Of research tr.ininj f:^l' ZlX^e:^^'' 

exist for so««h.t '"S^^ "^^^^^^ could 

training ^^J'^f '"J ""^ .^^^Lfs yeai; for the «»st promising • 
provide stable funding for at least a ye ^ed frustrations- 

young researchers, thus freeing the. fro. ^he repeated t ^^^^^^^^ 

ind conflicts of ""f'-^'V^r'^ntLf of eSellence such an effort 
could be Judiciously etched to f centers, as 

could be begun by broadening training opportunities at can 
N?!ffl ha^ d^rm its prevention intervention centers. 

Xhese awards ^l^^^^^t^l^l^^^^^^ 

researcher or the institution in difficult P"^ discovered 
additional funds fro. nonfederal sources^ J^^/s^ious reservations 
that several leading «<^*d«»^% ^'^^i^'^^^'^^^^y becau^ of the 
about allowing faculty to apply for ^^^'f^^^^^^^^^^i^r review could 
financial liabilities the * .eatSitc and 

ensure that stipends for each discipline are reaiisci 

appropriate . 

The con«ittee found no federal f "^^^^fi^^^/tn^^^^^ research 
support researchers who have ^^""'^"^^^^nfierthe Sazen Foundation 
and teaching. A Program. perhaps patterned ^^"^J^^^^ researcher 

award (Renz. 1986). that PP"^ Such a program would be 

and one or more trainees could be invalu^le.^^^^^^^^ ^^^^^^^^ 

:erors1n\rfi:rdare gS;f S.^rSeeSom CO select the best 
trainee' work with them. 

Support for Research 

NM has ..ployed diverse funding -"h'-j-f^lj^r^f^Uiir""' 

the, s^U grants. '"""//"H "^''siu^^^^^ '""I"! 
grants, program project P'""' """tL", ,„ collaborative 

research ™' "t.r'tj: L^^^^^ 

ri"ln s^^^rfl'ngT^^rl^ of ^^l^^^^^t^,^ ^ 

wavs Peer review of invesnlgator-initiated P^OP*'"^^ ^ 
"ost* acceptable and effective way known to assign priorities for 

funding. 

Current Levels of Funding 

Table 5 2 — ari.es^KIM^^^^^^^^^^ 
disorders since 1984. These "8"J" ^ necessarily reflect a 

by the various f »P»"«""/f^^^", ™3*"elevan^ research. However, 
uniform definition of what constitutes reievani. 
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MM 5-2; HUB to jeKch Ftedint for Child M.nc.1 Health, im.l988« 





1984 




1986 


mi 


12M 


CADRB^ 


9 / . J 


6 o /. 
9 "•4 


$10.4 


$13.3 


$14.8 


Clinical Centers 


0.5 


0.8 


0.6 


0.6 


0.4 


Prevention 


4.6 


5.0 


4.5 


4.9 


5.5 


Epidemiology 


1.1 


2.1 


2.2 


2.2 


3.2 


Basic Behavioral 
Sciences 


7.7 


8.8 


15.8 


10.5 


10.0 


DevelopMntal 
Heurosciences 


2.0 


2.6 


2.9 


3.4 


4.3 


Special Populations^ 


3.6 


5.3 


4.0 


4.3 


3.1 


Intreaural 


5.1 


5.5 


3.4 


3.8 


4.5 


TOTAL 


$31.4 


$39.5 


$43.8 


$43.0 


$45.8 



* ilLjTl!?'' J"?"*** Research Career Development Awards and 
Institutional Research Training Grants, when applicable. 

^ Jeie^^Hrinr^^rS^J^r*? Adolescent Disorders 

^lor t with DSM-III or DSM-III-R disorders. 

If lL li^iS'. T^ projects were supported across several branches 
of the old Division of Extraimural Research Prograas. 

c This category includes some research from the Minority Research 
Center in FY84 and m5; for Fy86. FY87. and FY88 it^eflects 
research on antisocial and violent behavior exclusively. 

Pict«" both of the overall level of 
"""t »f that support across major research 

M^JJA.^ "i'.*''*"'' supported by the Child and Adolescent 

SiS^fS^^^rjf 'J*"'^ ^'"^^ assessment and intervention for 
mis trSf s^ic? "^T «"PPor£ed by other parts of NIMH 

relate to the special focus of that branch or division. After a 
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sub»t«»tial increase In FY 1985. f^^d^"* Jj*^^*"*' ^'T* "°Le^^ 
with inflation, and .any conponents of NIMH have not increased their 

support of chi^d research at all. 

Weaknesses jf Existing Funding Mechanisms 

After surveying researchers in the field, the coi»iittee identified 
several concerns about current granting practices, f ^ ^^K^J*!"* 
are unique to child research, but their adverse cu«xlative impact on 
the field seems to be substantial. 

Many investigators in the child -ental health field emphasized the 
need for more appropriate mechanisms for peer review of research 
iXosZs. NlMHVant proposals are typically considered by peer 
review committees that fit broadly into one or more related 
traditional disciplines. As a result, grart -PPlJ|*^^»"^^^^^J?,^^^ 
child field may fall within the domain of -any different committees 
t^tM in 1987. grants ad-inistered by the Child ar^^^^^^^ 
Disorders Research Branch were reviewed by 11 out of 20 such review 
aro« « TvDicallv. each group has one or two people who have 
f»ertise^ «eir relevant tl child «.ntal disorders. The committee 
fXi a string consensus within the field for the creation of one or 
S^reLarch Review conoittees explicitly for child »-tal hea^^^ 
Such review groups, '-hich could include researchers from yarioas 
dSiptlnes fn the field, would be attuned to the many unique aspects 
of doing research on child mental disorders. 

Researchers indicated that granting cycles are often too stvort to 
permit reasonable research progress. Most NIMH grants support 
n"ircr?hat takes several years ^o complete Grants funded ^r more 

than one year are reviewed annually for «<^^«"^^";,»!5^"' "^^Je 
in- estimator does not compete with new grants until the end of the 
'ult Wing period. In the past, grants typically received funding 
approval fof five years. Because of the scarcity of "sources for 
research grants for more than three years are now rare. For some 
^esearch'pSjects. shorter funding cycles have proved to be reasonable 
^^d^ppropriite: however, for others, they have been ^urdensome. 
Longitudinal studies, which can be especially useful in child 
i^sfarch aie a case'in point: having only two to ^ grant cy^^^^^^ 
during a 10- to 20-year project fosters stability. Most prospective 
studifs for example, those involving risk- factor analysis or 
r^Jimiied treaSI^nt outcome, need three to five years of support for 
implementation, data gathering, and analyses. 

Another consequence of scarce resources seems to have been the 
lossTf Wing for early exposure of «f ' .^^^^^^ 
students and medical students to clinical and basic researcn 
oppor^unitJ^. Researchers reported that these typically -unnamed 
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l^llV ^" ,f""' proposals are easy targets for cost savings. Yet as 
.reUti::S^:Lr^™^^^ inco^arable recruit-ent oppo^tunj^; a" 

Clinical investigators noted that one clear need for certain types 
sf r """'^ disorders is bed costs. So»e ^ 

»aSf nL^'TJi K^^u T** '^'^ observation and control 

sei!rJr! by hospitalizing a subject, usually for a few days to 
several weeks The cost of hospitalization is substantial, and fu^ds 
for hospital-based research are increasingly scarce. For ;xjmle 

Xu°bef LJd'T*' !'°° ^''OOO P« «° serins' a 

S360 Son ? research for one year would cost $219,000 to 

;k ^^""^ total cost of «ost grants in 

lilt } successful niental hHuh 

centers ti^?"?f centers (MHCRCs) for adults, but budgets for those 

ATill ^ e i"*^^"*** °"ly center 

studies children. Some of the .ost successful MHCRCs are affiliated 

^LnJM": ' Adininistration Hospitals, which cover the cost of 
hospitalization; however, children are not eligible for such 

llZiTl^ ^" contrast. NIH supports costs for over 600 research beds 
across the country (lOM. 1988). 

h.-lth"^fi °^ administrators and researchers within the child mental 
health field emphasized the need for more appropriate settings for 
clinical research. Valid clinical research needs long-term 
well-organized facilities with ready access to appropriate Subject 
populations; reliable rating scales for relevant behkviors and 
psychological states; resources for analyzing large amounts of complex 
data and close attention to. as well as funds necessary for. main- 
^ItlL^ Kff! °^ volunteers. Few sites appropriate for such 

SffereSt°?r J?'''" '^'f . "^^ necessary to examine models 
work nr^J «d"lt MHCRCs. including centers that 

^ettinc! ^ r^'? outpatients and centers located in non-patient 

settings such as schools correctional institutions, or other 
institutions that provide care for children with mental disorders. 

KrTMM^^^"^*'^\^"** researchers alike emphasized the importance of 

NIMH sponsoring certain types of basic research in the biological 
social, and psychological sciences. Appropriately, the research ' 

sfec^fL '''T ^""^ ^^^^ «° ^« b-y-<» treating 

specific mental disorders. Basic scientists are asking questions 

about such fundamental aspects of human existence as learning, sleep 

^k'/"** ?f °^ psychological and social development 

Much of that work is supported by other agencies, but there is a 
consensus in the field that NIMH can and should provide some support 
for such work, especially when it offers promise for clarifying 
mechanisms relevant to mental disorders. 



181 

189 



Conclusions 



In .urveylng the field, the co-ittee was struck '•P^^J^fiy 
consistent i^ssige .cross discipline. «d areas of 
Few trainees select child -ental health as an area of research 
interest «id those who do find .ub.t«»ti.l obstacle, to pursuing a 
research career in that field. A. p^rt of a "•^^Jo'"! P^*" ^" 
and adolescent mental disorders, changes are needed in current 
structures, both to create viable acile-ic research careers in child 
-e^anelitTand to enh«»ce training opportunities for .uch career.. 

The co«ittee believes that highest priority should be given to 
supporting well-trained investigators at the beginning of their 
carers, lo that they can establish a research progr« '^tMiItic 
academic setting. Mechanisms for support wst f ^i*** J^^^^f 
stipends to free young researchers from overwhelming clinical or 
teadiing responsibilities, help them acquire necessary research 
facilities and equipment, and enable them to obtain, as needed, 
supplemental research skills. 

AS such career pathways become avail >ble. training programs will 
need to expand. Again, equitable stipends that recognize overall 
levels of experience and prior education costs as " J^"*"*^^*^ 

incentives of competing career opportunities, are essential. A mix or 
^SSirop^ortuSties' some institutionally based and others awarded 
to deserving individuals, will be necessary to meet the varied 
training needs across disciplines and research interests. 

Of course, the program recommended will cost money. B^^geta^ 
issues are discussed in Chapter 6. However, it is i»P°"*"^^^^^"**J* 
that the investments in research personnel and i^f^-^^'^*^^"'* 
elements to a successful research plan on child and adolescent mental 
disorders. Realization of the enormous potential for advances in the 
field hinges on society's ability to attract bright. aPPJoP^J*^*^^ 
trained investigators to the field of childhood mental disorders. 
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APPENDIX 
RESEARCH TRAINING RESOURCES 



albeit 



Two primary support mechanisms for research training and career 

of different ^DASSA Z mH 
IZli Congressioru.lly-«mdated research traininfline i^e» 

Scientist ?c™r? 'rT'^ ^^^^^ ^"«^'-> Research 

researc^b^d^I^! ^ J^Pf"' ^""'^ ^"S'^*"' ^o""** "^^^^in the 
4 * institutes. A third mechanism 

yilr -til". Jrr"?'"^ '° " scientists each 

lllllllll M Research Programs of each of the 

estaM?2!; ADAMHA institutes have 

frof programs that remain distinct 
from both the career development program and the NRSA Program 

ADAMHA Research Training Opportunities 

avaiShlff^ institutes and NIH maintain a variety of programs 

whelier at thHnf '^'"f °" ^"PP°^^ of research trainees 

fotw^n undergraduate, graduate or postdoctoral levels. The 

following programs are supported under research training line item . 

National Research Service Awards 

Congressionally appropriated and defined research trainine is 

oroSr" .f 'fr'""""'^ Se^ice Wds 

program. Itself segmented into institutional and individual avards. 

« ,nS?^J''"f ^°"f^ ^''"'^^ support-approved training program^ within 
srecifl H/"f' ^yPi"lly academic settfng. L a 

Sve" MoiriLM: M undergraduate, predoctoral. o^ postdoctoral 
irltnloo r i""itutional awards Include funds for stipends for 

L'tS^tio" "JJ"'' the training program and trained within 
tnat institution. The program, intended to support full-time trainin.. 

~s ^d^hrle""' r ^"PP'" predo^tor^j'"'"' 

va^ wtth^Je iHrc^'?"/"'' postdoctoral trainees. Stipend levels 
vary with the years of education and previous training. 

who i;ie"appned1J«:t!'%"" ^P-^^^^ individuals 

seekinrthiS fun ^ 5" "'f""^ '"^"^"8 support. Trainees 

seeKing this full-time predoctoral or postdoctoral research trainine 

su^emsHh^ t::in^^ appropriate sponsor or mentor l^'^fu 

onlv^fJ!r ^ experience. Predoctoral applicants may apply 

p>sLocto«l "en": \8"<»-te program. Both predoctoral'aT ' 
IIa^IT I } supported for up to three years In 

addition to a .stipend that is graduated based on length of 
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f-fnln. >n Institutional .Uowinc. of up to 53,000 Is provided to 
oH«t Z^^t^ .1th trsvl, tuition, .,»lp~nt, snd r...«ch 



supplies. 



Short-Term Research Training 

Predominantly used at the postdoctoral level but available at all 
levels of pre and postdoctoral training, a limited number of 
s^rt te^m'research grants .re available « institut o„al 
awards Awardees are selected by the director of the particular 
tnstftutii:;^? training progrm. and -ay receive -PP»"^J" "P/,;,^,^^ 
months of specialized research training. /^^P^S'llSsA P^Sr^s 
are consistent with t*-* levels available for other NRSA programs. 

None of these awards is available to students in programs leading 

to professional degrees or to those in a P^y^^*^}*""!"^ J^l-tl^^e ' 
the program is intended to supplement, not supplant, the full time 
general rJ^idency. medical school, or doctoral degree course of 
study. 

Although stipend levels have been increased, they 
substantial?; below the level of pay scales for con-parably trained 
Drofessionals both for basic researchers and for clinicians. The 
SnnSrst^Jend for predoctorai individuals at all levels of experience 

SoS'?:; 12 of training. Po^^^^-^e^'l'of'^eSvrt'^ 

S17 000 to $31 500 per year, depending on the level of relevant 
S;'r?enc: d^fined'to Lclude activities beyond the Joc-ral degree 

such as internship, residency. ""^ilion^l 
extent possible, departments supporting fellows or institutional 
awardees supplement the NRSA stipends. 

NRSA institutional award or fellowship recipients (^ut not 
short-term research training award recipients) or 
payback requirement under which they must either engage in "^^^earch or 
'teaching for a period of time equal to the ^^^JfJ- Sf/^/^^^'/d 
months, or repay a portion of the amount provided under the award. 

Minority Research Training Awards 

The ADAMHA institutes as well as ^heNIH provide special 
opportunities for research training for 

American Indian or Alaskan Natives. Asian or Pacific Islanders. 
Blacks, and Hispanics. 

aingriry FHIoy.hiP ?rnvm (m) ^"^^"^*'"!LrNiS5'sp;crf!f g«nt 

institutions and other organizations are provided NIMH- specific grant 
funds to select and support minority graduate students and othe.s 
Interested in research career, in NIMH areas of interest. Support 
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under th.se awards may extend for five years at a rate of $8,500 per 
the AmeiTcHS ^^lK"?''^^^^°?'' receiving MFP support are the NASW knd 
InsttJ^^iS y Psychological Association. An RFP has not been 

c:SnT;?M^^::r^r''' ^^'^'^'"^^ 

MtPgrttY ftc<rfigs to Resparch rar^^rs fftf ^R ^) Grants are made to 
lllllfll universities with high alnorlty enrollments to establish 
tJat"ni m"* r*'*''*"* •"'^ undergraduates 

S «seaLn^J* "l."*^" qualification for doctoral programs 

:«/ f? sciences. The grantee institutions select the trainees 
and provide up to $5,004 per year In stipend for up to two yeaSof 
f!?i t ADAMHA-supported MARC program, the Faculty 

Fellowship Program, makes awards to faculty from colleges and 
universities with significant minority enrollment for advanced 
alcenirS i" ADAMHA-related areas. The applicant must hav^ been 
accepted to an advanced degree program away from the home Institution 
and must agree to return to the home Institution at the end of the 

J"* experience. Stipends not to exceed $30,000 per year and an 
additional $5,000 per year for related expenses, may le /rovikel 

n,ir.nJit^^ exception of the MARC undergraduate honc.-s program, the 
SrJnJn^ """^"^ P'^Srams require the same paybkck of ^he 

p"grii required under the NRSA 

Career Development Programs 
Supported under Research Mechanisms 

A variety of career development awards are supported under the 
rllltV't ^ f^f' institutes. If the RSDA and other 

research training programs educate the future researcher, the career 

-^M^tJr"'' P'^^S'^^! P"^"« «"PPO" for supervised and first research 
to iSiir ^" * somewhat sheltered environment. According 

sL^^^^^' u ^''^^^ development of outstanding 

lllZli ^^ ? researchers to engage in research on an 

essentially full-time, long-term basis. 

In the past, three programs have been used as mechanisms for 
supporting the career development of researchers. These programs--the 
Physician scientist Award (PSA), the Clinical Investigate? Awa^S 
/oonAN u Research Scientist Development Award-Uvel I 

(RSDA)--have recently been replaced by the ADAMHA Scientist 
Development Award and the ADAMHA Scientist Development Award for 
Clinicians According to ADAMHA. the intent of the two new programs 

-n^^K ?^ opportunities for new researchers and clinicians to 
expand their potential for making Important contributions to the 
fields of alcoholism, drug abuse, or mental health (ADM) research." 
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They both provide .alary »'ipp6rt of up to $45,000 Pl"«,"""*^J 
«JLr devSlop^nt expense, for five ^» 

of Individual, who .how a co«lt«ent to eiibarklng on a c^'^f/" ^^^^ 
research. The PSA. CIA and RSDA award progrt i. will be P^^*"? out 
when current projects are conpleted. The new award program, began 
accepting grant applications as of March 15, 1989. 

The supporting tables In this chapter are based on inf^f^J^;" 
gathered about the old program, since tl;ey were the only mechanisms 
Available for funding research career development prior March 
1989. A description of each of the old programs Is presented below to 
allow the reader who may be familiar with these programs to put the 
new progr&ms In perspective. 



Physician Scientist Award (PSA) 

Awarded by NIMH alone of the three ADAMHA Institutes, the PSA Is 
designed to encourage newly trained physicians to enter research 
ca?e«s focused on ?he Interface of basic and clinical sciences It 
enable, such physicians to undertake up to five years of specialized 
study in basic and clinical science with a supervised research 
expSience The first two to thiee years include both didactic study 
and research; the final two to three years are devoted to "search 
under the guidance of a mentor. Candidates must have completed at 
least two postgraduate years cf clinical training to apply. The 
nonrenewable award requires that a minimum of 75 P"<^JPj.f ^^fj^J^^ 
must be devoted to research development activities While the salary 
derived from the NIMH funding may not exceed $30,000 per year, plus 
fringe benefits. NIMH encourages supplementation 

sources such as sponsoring academic departments Up to $10,000 P« 
year may be requested for research project u quirements and related 
support. 



Clinical Investigator Award (CIA) 

This NIMH- specific award Is intended to develop clinician- 
scientists by providing three years of /"f^i"^,""""*' 
under the guidance of a research preceptor. Clinical psychologists 
physicians, social workers, or nurses are encouraged to apply in such 
priority areas as: schizophrenia and major affective disorders. 
childhoL and adolescent psychopathology; clinical -P^^-^^J^^y and 
clinical services research; *..id post- traumatic dijo'^d"*- JP f "'^ 
years of support are provided for research under the guidance of a 
preceptor who Is an outstanding active researcher and who has 
knowledge, background and research experience required to be a mentor 
m the field. Salary support may be requested up to V°;;;J»"»/f 
$30,000 per year. Up to $15,000 annually may also be requested for 
supplies, tuition, equipment, travel, etc. 
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Research Scientist Development Award (RSDA)/ 
Research Scientist Award (RSA) 

complementary programs th. z provide grants to 
institutions on behalf of speciric individual researchefs ?he RSDA 

jLea^rr^^r "^^'^ ^"PP»" with outstanding 

research potential who need further supervised research experience ^or 
who may have trained in one discipline and want supe^^iseJ research 

tKpemsed'rrs'^^H ' des^i^^d to pro" de 

the supervised research experience noted above. At Level II sunnnri- 

oriftS! rr"'^^'"?'"''"''^ »^ designing In^::id";inr 

Iriil^l "search but who need additional research experience in 
order to reach their potential as outstanding scientists Z 
applicant for a Uvel II award must have either completed al^vel I 

r*«%"p-f^Ji" ""l 'V'^'V' ^demonstrate signi^rnfindi^rnient 
ll ln T^ "P-city. Awards under both Uvels I and II may be made for 
up to five years each. Candidates may request up to $45,000 Jer yea^ 
for salary and an additional sum for frinee beuefit-a It 
institution's salary base. ^ bei.efits, based upon the 

Research costs may be supported at up to $10,000 per year for 

iears ^''rr'^'''\'' ^"^^ ^^^'^^^ P« ye« f« up to two 

ITll 000 " «f '•<iees. Level I candidates may^lso requLt up 

re^fLh sSn:"''"'''**" """'^^ enhance 

The Research Scientist Award is designed to support outstanding 
senior investigators in order to enable them to spenS fuU ti^e i^ ^ 
research. It provides five years of salary support that may be 
renewed subject to competitive review at Se end of eacJ f iJe year 
project period. Up to $45,000 per year may be requested. ^ 

Other ADAMHA Research Training Opportunities 
First Independent Research Support and Transition (FIRST) Awards 

of re2arch*"/"^^''""*^ P^^^^^e an initial period 

clinicar or M "if'T^/"PP»" ^ov a newly independent behavioral. 
a987rn;o«-i researcher. The goaJ. of this relatively ;ew 

hllll JlJ i\ " P,""""^ * y*'""^ researcher the opportunity to 
build a research base leading to the capacity for competitive research 
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Snail Grants 

Up to $50,000 per year may be available for two years of »uppcrt 
for ulu experienced investigators, for ^"^"Ji;'"'' J" pj^.t 
colleges, or for experienced researchers wishing to conduct plioc 

studies . 

Research Associates ai»d Research Assistants 

Trainees and young researchers .ay be hiroC by P'^in*^^?*^ 
investigators holding either project grants /""^'^^J J, 

ADAMHA igencies. Openings and salaries are "•^""'^•^.^^^•''^^^n 
the principal investigator but are generally based directly Up^ 
university .alary scales for such individuals. Su«»er re.e«c^ 
MsU^Int opporSnities are available at a number rf center, f^r 
JariicSirly'-otlvated predoctoral and «.dical '^^Hl'^^'''' 
NIMH', prevention intervention center, make use J*"''^;"*^^ . 
preceptorships for young researchers primarily at the postdoctoral 

levels • 

Faculty Development Awards 

Specialized awards in child and adolescent mental illn*'»s" f * 
..rlatrics are available to encourage the development of Se^'lo* 
i^aSmirficul" ei^ert in these areas. While not f-ctly ,em.g . 
research development capacity, these awards help establish the ^a.e of 
academic mentors for research trainees in th.>se fields. 

ADAMHA Intramural Program 

ADAMHA's three Intramural Research Programs (IRP) f J^^^^hJ^f 
opportunity for research training through a variety of fellov^^hlp* «nd 
appointments. 

Medical Staff Fellows 

This highly competitive two-year program "J^^J* ^^l^rUne*''^'' 
on demonstrated excellence in research or in a clinical 
and utilises a matching program not unlike the '^J'^^J^^^^^J^f * . 
Historically, appointments to the IRP hive been highly prized. tne 
pool of Applicants has been increasing, notwithstanding the s^^ewhat 
lowir Lpport Wis. Stipends range from $30,000 to $32.10o n the 
first twoVars. In general, interested residents •"<^°f JJ^^^^^ 
apply duriig PY-3 or PY-4. Because the IRP is -"'^'fj , JJ^'^J**^ 
triiJing. residents may take their PY-A year at the IRP in U*U ot 
their home institution. 
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InatitutioMl NRSA AppotntMnti 

^«w.r?I^ 'PP^^^J^nt*' «v«ilri,le through the IRP., count 

toward the p-yb.ck requireiMnti of the NRSA awards. The IRP NRSA 

f'^^SIT. '''^^'^^ than the ADAMHA 

institutes . 



NIH-Hov«rd Hughes Medical Institute 

«^^n.]5^I Sr*''!" ""J^"^ "tudents provides 9 to 12 nonths of 

Research Training Opportunities External to ADAJ' k 

A nuaber of the NIH institutes and other federal agencies 

"«««rch training progr««s that extend so-ewha? beyond those 
available through the ADAMHA institutes. While they are not all 

?n?MlJ?' ?^ "^^ ADAMHA research training 

initiatives in this area. The NIH also ..intains a coamitisent to th^ 

development progr^s th^«e 

utilized by the ADAMHA institutes. 
National Institute on Aging (NIA) 

to chJJi "^•''^■J progra.s that -..e directly applicable 

to child and adolescent sMntal disorders research training: 1) the 
Co»ple«ent«ry Training Award for Research on AginRj and 2) co-funded 

research training programs to increase their efforts to train 
investigators for careers In aging through the addition of a special 
training program supported by the NIA. The second allows N2A to fill 
approved but unfunded training positions through institutional 
n^^'^^L^" K^"* grants that are funded by other NIH institutes. The 
position is limited to specified disciplines and fields 
relevant to research on aging. ^^oj-ub 

National Institute on Allergy and Infectious Disease (NIAID) 

NIAID maintains a two-part program desJgned for college students 
predominantly minorities, to b.come exposed ?o biomedical fnd ' 
R?i!ri?''*i research. Phase I of the program. -An Introduction to 
Biomedical Research." is a threa-day program designed to inform 
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student, of career opportunitle. In f i-W of bi^^^ re.ej^ch 
Conducted on the NIH c«pu.. the progr- P?*»^^/'!!i!!!;ct fJr 15 
NIH fcilitie.. «d . .tipended 6 r.o 8 •^P"^'"" 
college-age student. *t mi NIAIO re..«rch laboratory. 

NIH Division of Research Resources 

Special E«phasifi Research Career Award, provide individuals jjho 
have Sready «Led doctoral degree* the opportunity to acquire ^e 

are ineligible. 

Veterans' Administration (VA) 

The VA maintains a small research training program for physicians 
and oSer scUntists working within the VA^ ^ich can supplement 
ADAMHA or other federal research training efforts. 
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CHAPTER 6 



CONCLUSIONS AND RECOMMENDATIONS 



Tl.e initial portion of this chapter sunmarizes the conmittee's 
response to its charge: to review the current state of knowledge in 
the child and adolescent mental disorders field and to Identify areas 
of recent progress; to indicate areas of high research priority and 
promising opportunities for research in light of advances in related 
fields; and to consider the barriers to research on childhood mental 
disorders, m commissioning this report, the National Institute of 
Mental Health (NIMH) also requested guidance concerning a variety of 
program and policy objectives, including the role it should have in 
providing leadership and support to the field. NIMH did not ask the 
connittee to prioritize the child mental health budget in relation to 
other areas of responsibility within the purview of NIMH. 

The committee's proposal for a national plan to invigorate and 
sustain research in this area is delineated in the latter part of this 
chapter. As requested by NIMH, an estimate of the costs involved in 
carrying out these recommendations is provided. 



PREVALENCE AND COSTS 

Current Knowledge and Research Progress 

A substantial number of children and adolescents in the United 
States suffer from seriously handicapping mental disorders. These 
disorders include developmental impairments that limit a child's 
ability to think or learn, to form social attachments, or to 
communicate effectively with others; a broad range of emotional 
disturbances involving depression, crippling states of anxiety, or 
both; behavioral problems characterized by disruptive and antisocial 
acts; and psychosomatic conditions in which a child's biological 
vulnerabilities are exquisitely sensitive to the child's mental state. 

By the most conservative estimate. 12 percent of children under 
the age of 18 suffer from a mental disorder- -more than 7.5 million 
youngsters in the United States alone. Recent studies have suggested 
Uiat the range may be as high as 17 to 22 percent, or 11 to 14 million 
children and adolescents. Prevalence is substantially greater among 
poor and inner city children than in the population at large. Not all 
of these conditions are severely incapacitating, but each constitutes 
a burden on the child's ability to cope with the demands of school, 
family, and community life. 
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Each year in this nation about 49,000 children and youth are held 
in various public youth facilities, and aany thousands more are in 
adult prisons. Millions of children are involved with child welfare, 
foster care, and residential treatment. Many of these children have a 
diagnosable mental disorder, but receive neither diagnosis nor 
treatment. Others who desperately need intervention also are falling 
through the cracks. Up to 25 percent of mentally retarded youngsters 
have behavioral and emotional difficulties that add to their handicaps 
and magnify their developmental difficulties. For persons with the 
dual diagnosis of retardation and a mental disorder, their mental 
illness often makes the difference between achieving relative autonomy 
in life or having to live within restrictive institutional settings. 

Approximately 2.5 million children in this cou«try received 
treatment in 1985 for a mental disorder, according to the 
Congressional Office of Technology Assessment. This means that at 
least another 5 million other children needed some type of 
intervention but did not receive any treatment. But even for those 
receiving treatment, benefits are not always marked or long-lasting, 
especially for those with the most severe and debilitating mental 
disorders. These facts argue for enhancing availability and 
accessibility of treatment for children; however, they also highlight 
the need for a better understanding of the causes and determinants of 
childhood mental disorders as a means of developing more effective 
treatments and preventive interventions for the millions of children 
who need mental health services. 

The burden of illness associated with these disorders for the 
child, the family and society is difficult to quantify, largely 
because the information needed to calculate personal and social costs 
has not been collected. Moreover, even the direct costs for treating 
childhood mental disorders proved to be impossible for the committee 
to estimate with confidence. As detailed in Chapter 2, various 
approaches to approximating these costs were limited because available 
data are not arrayed in relevant age categories for either mental 
health care or general health care. Although the committee was able 
to obtain mental health care cost estimates for childrei 18 and under 
(16 percent of all pediatric health care costs) from a regional 
analysis of treatment costs done specifically for this study, and for 
children primarily under 15 years of age from a forthcoming national 
study, such estimates are unreliable for making definitive statements 
on the direct treatment costs of these disorders. It Is not possible 
to generalize beyond the sample with the regional data, and the 
national estimates do not include most of the costs associated with 
treating 15- to 18 -year- olds. 

In addition to direct costs for professional treatment services 
and for placement in residential facilities and hospitals, a 
substantial portion of related direct costs of care are derived rrom 
the need for social services, special education and juvenile justice 
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institution.. Indirect costs to society also mxtt be considered. 
These Include lost productivity for persons who die as result of a 

"',5?'' i-'«»°ic«PPing conditions extend into 

adulthood. Intangible costs are exeisplifled by the unremitting 

^Z^V^t^ '"i.^ siblings of an autistic child who is 

unable to return their love and by the suffering of a faaily or 
cowunity when an adolescent causes the death of another or commits 
suicide. *.w-Mii».a 



Research Needs and Opportunities 

Basic questions concerning how many children and adolescents 
suffer from mental disorders, who is likely to be afflicted, how many 
are currently receiving mental health services, how they ari being 
served, at what cost, and how many more need such services remain to 
be adequately addressed. Other important concerns for services 

IVl'ilf -'"1?^*^ ^* """"^^ potential barriers to treatment faced 
by different ^-egments of the population. Only sound empirical 
research can answer these questions. Epidemiological studies should 
be conducted at regular intervals so they can be used to guide the 
creation of mental health services and to shape social policy about 
needed services and their effectiveness. 

Although prevalence studies may touch on areas germane to the 
delivery of mental health services, additional research is needed on 

iv*n!i?li% ? "f"*'?^ services in primary care facilities and 

by pediatricians, in institutional settings associated with social 
welfare and Juvenile justice systems, and in public schools and other 
eaucational programs. 

Epidemiological research requires some type of classification 
system as a guide, but it also can help refine the classification 
systems for childhood disorders and suggest new approaches to them. 
Many of the epidemiological surveys that have been conducted on child 
and adolescent mental health were focused on determining the 
prevalence of the specific disorders identified in current diagnostic 
systems. In the future, greater attention should be paid to 
determining the severity and extent of handicap associated with these 
disorders over time and across developmental epochs. Measures of both 
severity and prevalence are essential for understanding the true 
clinical magnitude of mental disorders. 

Existing and planned regional surveys are a step toward a 
comprehensive, epidemiological study of the mental health of children 
and adolescents on a national scale. An important prerequisite for 
such studies is the development of valid and reliable diagnostic 
rating instruments to detect and classify mental disorders and to 
assess the range of impairment and periods of disability associated 
with each. Considerable progress has been made in this area, but more 
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work need, to be done before . national study is ""^ertaken. Studies 
arfaUo needed to determine how best to integrate finding, about a 
child's competence to provide diagno.tlc infomation. and the 
difficultJS that «iy Srise when using a variety of other informant, 
(eg!! parents, teachers, clinical interviewers) to derive a picture 
of the child as a whole person. 

Although cross-sectional research has been the «*instay of 
clinical research in the past, greater e-phas s on P'^o^P^J^i^* 
longitudinal research is needed. In prospective lonfjt"*^^"*^. . 
research . investigators can study children fro- ^he time of first 
contact through the course of their development in order to observe 
the J^thways If development and the ways in which experience and 
treament may alter the outcome for a particular child or group of 
lllT^. longitudinal studies are most ^-itful in reU^^^^^^ to 
Children deemed to be at risk because of well-defined factors. With 
advances in genetic research, longitudinal studies will be useful In 
exptortng th! interactions between genetic endowment and environmental 
factors.' investigations of childhood mental <^i-»^f"!/^^i"f .^P^^fl'^^ 
periods of development are also needed using a modified longitudinal 
design that combines cross-sectional and longitudinal approaches. 
This innovative, short-term longitudinal design was dr^veloped by 
life-span psychologists and could be useful in identitying 
vulnerabilities during critical periods of development. 

CAUSES AND oete:uii""t:s 

Current Knowledge and Research Progress 

The pace of scientific advances in the developmental processes of 
childhood has quickened dramatically over the past two decades^ 
Knowledge from animal and human studies has set the stage for a more 
p^o^ound understanding of developmental abnormalities and how best to 
prevent them or to ameliorate their consequences. One/"^";*"^. 
source of information on the causes and determinants of childhood 
mental disorders comes from the study of factors known to Place some 
children and adolescents at high risk for the development of these 
disorders. Scientific evidence has implicated a variety of 
biological, psychological, social, and environmental factors, 
including: 

o genetic fetors that increase a child's vulnerability to 

affective and anxiety disorders, Tourette's disorder, autism, 
and attentional and learning disabilities; 

o biological insults such as physical trauma or exposure to 
toxi^ chemicals or drugs; 
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o poor prenatal eare which leads to increaaed riak of 
praaaturlty and a hoat of attendant probleu; 

o chronic physical lllneaa auch aa leukeaia. diabetea mellitua. 
asthma, cystic fibrosis, epilepsy, and AIDS; 

o cognitive iapain^nta such as those resulting from mental 
retardation and deficita in sensory perception, including 
deafness and blindness; 

0 persistent psychosocial adversity such aa poverty 

disorganised «nd inadequate schools, and homelessness ; 

o abuse or neglect; 

o disturbed family relationships; and 

o parental mental illness, with th^ potentially dangerous 

combination of psychologically traumatic disruptions of family 
life and inconsistent parenting. 

/5 relationships be.veen risk factors and 

mental disorders are not well understood. Too often, the sai^e child 
bears several associated risk factors, as when a child is .low ir 
development cr retarded, is exposed to high levels of lead in the 
environment, and experiences parental neglect; or when a child is bom 
to a mentally m or drug-addicted mother and ^ilen enters a series of 
I7fl^. PJ^M-nce of multiple risk f. .tors complicates 

efforts to ameliorate the situation, a« well as to understand the 
means by which each factor increases risk. 

lnt:.Jl!«« ^^"'^•"o" «f infants-including those in need of clinical 
intervention-has revealed identifiable patterns of interaction 
underlying attachment and socialization. Studies of primate behavior 
have suggested which mechanisms in the brain are involved in the 
regulation of emotions and anxiety. Experiments with preschool and 
school- age children have helped define determinants of social behavior 
and self-esteem, as well as modifiers of aggression and 
assertiveness. Biological and behavioral studies of deaf, language- 
delayed, and normal children have provided new insights irto the 

Zll II ^"i" f"** l*nguage acquisition. From such 

work, the picture of the competent infant and child and of effective 
interactions between parent and child has been refashioned and 
refined, and a better understanding of the biological and 
environmental preconditions needed for normal development is emerging 



Research Needs and Opportunities 

Systeaatic research on the causes and determinants of mentfl 
disorders of childhood and adolescence can be expected to lead to 
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in tr..t«nt «d pr.v.ntlon. *« ^''^"^•'Lr 

StoSlJS iuch .utlM Md Tour.tf. dforder; '".ntlon-defUIt 
«[»ord.rs, particularly thos. charactarlzad by violent, ai.tl.ocl.1 



acts. 



Success will depend on knowledge gained in -any •'^*f«; ^fj^^f^f ^ 
theoretical orientations of a nuaber of disciplines. Theories are 
essentut to research, providing a --•P^-1/'^«J^J^^.^^ ^'^^eS 
ideas and empirical observations. They -ust ^* J^^^f '^^i^^H ^n"^^ 
to sueeest testable questions for future research, yet flexible enougn 
: ™dlte new concept, and findings. At P-«-^' 
outlines of models exist for most mental disorders. One current 
^^ail^ngfe is how best to conceptualize the interplay between a 
biological vulnerability to a mental disorder and specific 
psychological and social circumstances, bearing in mind the constant 
changes that occur during development. 

Intertwined with the need for theory development is the need for 
basic resHrch on the biological, psychological, and ^o^^^^^^"^^"*^*^ 
of human behavior. Frc such studies will arise new concepts and 
"ch^ues that are likely to transform our 
approach to rhe .est severe mental conditions childhood and 
adolescence. This information co««^i^"^«!,^^%^f ^^^J^J.^^fex^^^ 
essential for forming more sophisticated J*^"*^ ^""^^^^^ 

of future research opportunities are described below. 

Sf-udv of the eenetic and neurochemical mechanisms regulating the 
growt^l devWt of the brain will provide clinical researchers 
Slth fundamental insights into the unfolding "P"'' 
of the central nervous sy item-processes that "«y 8« 
developmental disorders. The study of the human genome will 
facilitate detection of the genetic aspects '^lia^^.f^J^J ' ^ 

..Pneticallv transmitted human disorder. Recombinant DNA techniques 
InS siuS of regulatory mechanisms will provide some of the tools to 
study the steps'betwee; genetic vulnerability to a disorder and the 
eventual appearance of that disorder in a given individual. The 
dlsco^ry of biological contributions to disorders «ay usher in a new 
eia oFSa^osis aSd treatment or prevention of some childhood mental 
disorders . 

Developmental neurosciences explore the 
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disorders, aental retardation, attsntion-daficit hyperactivity 
disorder, and *fff ^tive and anxiety syndroms in nhich brain function 
V * Technological advances in these sciences are astonishing 
end heartening. Keurochenical and neuroanatoaical techniques will 
enable investigators to carry out sore precise neuropathological 
studies. In anticipation of these developMnts, vitally l«?)ortant 
post-»orte« "brain banks" have been established for several 
neuropsychlatric disordsrs of childhood, including autisa and 
Tourette'a disorder. Noninvasive techniques for observing brain 
structure and function, including magnetic resonance iMging (MRI) and 
spectroscopy (MRS), coaputer-analyzed EKG, positron eaission 
tonography (PET), and single photon eaission toaography (SPET) 
promise a new era of clinical studies of brain naturation linking 
fv-.iction to behavior. 

Considerable research is needed to characterize the natural 
histories of the nental, behavioral, and developaental disorders of 
children and adolescents. Such studies have inedlate clinical 
relevance, because they focus on the developaent of valid and reliable 
assessaent techniques, cross -sectional and longitudinal studies of 
course and outcome, and treatront and Intervention. Priority should 
be given to the development of assessment Instruments that measure key 
areas of competence and disability, Including cognitive processing. 
Intelligence, and problem- solving ability; communicative and social 
skills; motivation; capacity for resilience; adaptive function; social 
and environmental factors; family interactional frctors; and coimminity 
resources and their utilization. Also needed arr.. methods of tracking 
the severity and course of each disorder over time and across 
developmental epochs. Assessment batteries must, as appropriate, 
incorporate advances in biological and physiological measures. 
Advances In genetics and the neurosclences should soon open new 
avenues for identifying and monitoring childhood mental dls., its. 
Recent neuroanatomical , neurophyslological , neurochemical, a\. . 
neuroendocrine studies show considerable promise. 



INTERVENTIONS 

Current Knowledge and Research Progress 

Because )f the diveirsity of mental disorders and possible 
approaches to them, clinicians have developed a variety of cognitive, 
educational, behavioral, psychotherapeutic, and psychoT)harmacologlcai 
treatments. These treatments are offered in various settings, 
depending on the severity of the condition and the availability of 
resources: outpatient clinics; offices of professionals; agencies; 
hospitals; residential treatment centers; special schools; and 
programs within the mainstream of public education. Often, a child 
and family require a combination of interventions, for example, 
behavioral and psychological therapies, family therapy, special 
education, and medication. 
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Th« fact chat a ranga of traataanta aay ba availabla for any givan 
condition rax aaa laportant ({uaatlona about nhich traataant la aoat 
affactlva. for uhlch child and faally, at what point of davalop^nt. 
Thaaa raMln priaarlly quaatlona for futura raaaarch. A growing body 
of avldanea aupporta thi affactlvanaaa of aany traatnanta uaad in 
clinical cara. In ganaral, convantlonal traati^nta ara daw>natrably 
battar than no traat«ant. For too aany aavara diaordara. Mwavar, 
availabla traat^nta ara ^araly palllatlva or avan ln»ffactlva. 
Incraaaad undaratandlng of tha cauaaa and datat»lnanta of thaaa aantal 
diaordara will ba tha kay to dlacovarlng aora apacltlc and affective 
traataanta. 

Barly Identification la now aora faaalbla than avar bafora In 
dataralnlng precuraora to clinical ityafunctlon. In addition, aarly 
Identification of children at rick la now poaalble over a broader 
range of aental diaordara. Recent devalopaanta auch aa clearer 
delineation of typea of clinical dyafunctlona and aore specific and 
sentttlve aaaes ment technlquea will allow for greater preclalon In 
evaluating the outcome of prevention trlala In the future. 

However, many queatlons remain In relation to the proalae of 
preventive Interventions for aental diaordara. Preventive 
Interventions require a protracted period of evaluation to ensure that 
the dyaf unction la prevented, aaking auch raaaarch Inherently 
longitudinal. The long- tern evaluation of lapact la eapeclally 
critical, bec»:use the aagnltude and acope of Intervention effectc can 
greatly Increase over tlae. Classic exaaplea of aucceaaful 
Intervention prograaa Include the 1960a educational enrlchaer.t 
prograas for aoclally disadvantaged Infanta and preachool children. 
Theae prograaa have provided evidence that Interventlona can not only 
Increaae aucceaa at achool but can alao lead to lower arreat jratea, 
laaa achool dropout, and lower ratea of early pregnancy In 
adoleacence. Other unanticipated gains froa tlieae prograaa Include 
greater aatemal eaployaent and enhanced parental child rearing 
competence. Although they were not dealgned to aeasure aental 
dlaorder aa an outcome, theae effective preventive efforta provide 
valuable cluea to help guide further reaearch on early Interventions 
dellber&tely dealgned to aodlry rlak factora known to be associated 
with various typea of aental dlaorders In children and adoleacenta. 

Other Intervention prograas have been organized for children at 
high rlak for developaental and aental lliineaa because of preaaturlty, 
aedlcal Illnesses such aa aathaa and dlabetea, parental aenta? 
lllneaa, and acute atreaa. Increaaed understanding of the causes of 
various aental diaordara- -along with better evaluation aethods and a 
cooMltaent to longitudinal att»dlea--wlll allow for aore refined 
targeting of preventive Interventions. Conceptual advancea In 
developaental, aoclal, and cognitive psychology, and the Integrative 
orientation provided by developaental paychopathology will shape the 
early intervention prograas of the future. 
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Research Meede end Opportunities 

°^ treetiwnt epproeches now in videspreed clinical use 

^Mllf^^'o?' ^* to predict .ccuretely which 

-hildr^a will .how the greatest benefit in responee to which 

-o!?!?!?^*: in r«««*rch Mthodolosx aake possible 

•ophi.tic.ted ev.lu.tion. of specific co^>onent« of tre.tJmt.. In 
the future, such ev#lu.tion. will rewlt in better «»«tchin«" of 
petient md tre.tMnt. ^ •» "i. 

Scver.1 types of research into the efficcy Md s.fety of 
tre.t»,ats Uve a high priority, including: 

of the outcoi^ of treataents with 
different. well-i'>efined clinical groups; 

o Medication trials that evaluate different types of outcoae 
sustained effectiveness, .nd eaergent side effects; 

o sophisticted studies of the effectiveness of cori>i'ruitions of 
tre.taents; .nd 

o intensive explor.tion of group, school, and coHMmity 

interventions for the many childre.i .nd .dolescents in need of 
s&rvices . 

Another high priority is the study of children with miltip^e 
probleiu who ere cred for in residenti.l settings, hoopitsls. and 
outp.tient clinics. Although these tr.dition.1 tar. seating! dXt 

* 5°f ^i"« of reseerch design? su«h .s 

r.ndo»izing children to different tre.t.ents, tAey will alliw 
investigetors to see how treeti^nts work in the .ctu.1 settings in 
irtiich they are used. * 

The ultimate go.l of rese.rch on the cases .nd tre.tment of 
ment«l disorders is to develop effeccive meens of prevention. As 
knowledge concerning causes «id dererminwjts of disorder increeses 
■ore focused and efficient preventive interventions should eaerge.' 
There is genen 1 consensus that even where preventive effo.ts cannot 
eradicate the problems of mental illness in childhood, effective 
interventf&h programs may reduce fome of the deleterious 
consequences. Thus, research should be aimed at identifying children 
at especially high risk ^or specific disorders and t'jon providing 
interventions aimed at helping them negotiate crises more 
!5S?«''!i^: However, based on past experiences, the longitudinal 
studies that will need to be supported for this type of research 
should Include a broad assessment of outcomes. In order to detect 
unanticipated effects In areas beyond the presence or absence of a few 
key mental disorders. 
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OVERCOMING BARRIERS TO RESBARCH PROGRESS 



Both intrinsic and ext.lnsic barrier* create challenges for aental 
health research on children and adolascant*. Intrinsic obstacles 
arise from the coaplex nature of nonul huwm development and the 
ethical and pragMtic issues raised by xasearwh with infants and 
children. These barriers cannot be elUinated; rather, investigators 
must devise ways of coping with the« sore effectively. Extrinsic 
limitations include the shortage of trained investigators, the paucity 
of institutional settings comaitted to systeMtic research on child 
mental health, and the lack of sustained funding for investigators to 
pursue rigorous research over nany years. The comittee believes that 
these extrinsic limitations can and should be overcoM through the 
mobilization of new resources. 

Distressingly few academic centers or medical schools include a 
research focus on child aental disorders. The committee believes that 
this lack of attention to a critically Important area no longer is 
acceptable, given the combination of need and opportunity for progress 
that exist. Efforts are needed to create viable, stable career 
pathways for talented individuals who are interested in studying child 
mental disorders. Such arrangements are possible only with the 
willing participation of academic institutions that support research, 
and officials at such institutions will have to be educated not only 
about the needs for this type of research but also about the high 
potential for progress. 

In an effort to attract talented yoxing individuals into child 
mental health research, interested individuals from «any disciplines 
within the fiel*? need to accept the responsibility of educating 
colleagues and students alike about the burden of child mental 
disorders and the many pro?iising avenues of inquiry that are 
emerging. It is especially important to target students early in 
their training, both at the undergraduate and graduate levels, for 
such programs . For interested faculty who are based in graduate 
training programs or in medical schools, participation on admissions 
committees and active involvement in teaching and curriculum 
development are additional ways of identifying and recruiting future 
researchers . 

In clinical training programs, research training must be enriched, 
at least at some key sites. More doctoral programs are needed in 
psychology and social work that explicitly emphasize this patient 
population. Research training opportunities also need to be expanded 
in allied disciplines such as nursing and education. Within medicine, 
research training on child mental disorders should be readily 
available to child psychiatrists and pediatricians. Also, M.D.-Ph.D. 
programs could train a small group of talented individuals with both 
medical and research expertise in clinical or basic areas relevant to 
child mental disorders. To the extent that research opportunities 
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compete with clinical training, it may be necessary to reassess how 
current programs allocate training time. 

b«lieves that these and other desirable changes can 

occ,ir in child mental health research, given adequate incentives and 
financial support. The NIMH is the most logical and appropriate 
source for the bulk of such support, and the remaining recommendations 
in this report reflect its central role. Still, the committee is 
quite aware of the critically important resources that individuals 
private foundations, and academic institutions can provide Such ' 
contributions undoubtedly will remain essential for promoting 
especially innovative programs. Support from various resources are 
needed so that the child mental health community can fulfill its 

""fff^^^^"*^ ^""^ * vigorous and diverse research focus on 

childhood mental disorders. 



A NATIONAL PLAN FOR NIMH- SPONSORED 
CHILD AND ADOLESCENT MENTAL DISORDERS RESEARCH 

As stated earlier in this report, there are several federal 
agencies involved with the emotional and/or developmental difficulties 
of children including: the Office of Children, Youth, and Families: 
Maternal and Child Health; the Justice Department; the National 
Institute of Child He • 1th and Human Development (NICHD) ; the National 
Institute of Neurological Disorders and Stroke (NINDS) ; the Natic 1 
Institute on Drug Abuse (NIDA) ; c-nd the National Institute of 
Alcoholism and Alcohol Abuse (NIAAA) . However, the main focus of 
these agenci-s is not the promotion of research on mental disorders 
The federal agency primarily responsible for mental health issues for 
SiL"*^ National Institute of Mental Health. Therefore, the 

NIMH should assume the leadership role in the development, formulation 
and implementation of a comprehensive national plan for research in 
child and adoU.scent mental disorders. 

The national plan recommended by the committee focuses on three 
interrelated areas: the need to develop viable and attractive 
individual careers in child mental health research; the need to 
encourage and support programmatic research at the frontiers of 
scientific inquiry; and- the need to enhance NIMH's ability to provide 
sustained leadership in this area. 

This plan is intended to be capacity-building in nature and should 
set the stage for a major expansion of this field of scientific 
inquiry. Specifically: 

o NIMH should provide support and incentives at each stage of 
career development, including research training and career 
stability for an expanded pool of research scientists. 
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o NIMH should increase support for individual project, program 
project, and center grants. 

o NIMH should increase funding for research in the areas of 

epidemiology; assessment, diagnosis, and treatment; prevention 
and special populations; services and systems of care; basic 
behavioral and social sciences; neurosciences ; and the NIMH 
intramural research program. 

o NIMH should establish an institute-wide consortium concerned 
with child and adolescent mental health research to implement 
this national plan. 

The connittee propos-.s a phasing in of expendl'aires , after an 
initial surge of increased support to meet the mo». pressing needs 
within the field (see Figure 6-1). The emphasis in the first year 
would be on taking advantage of missed research opportunities in the 
child mental health field due to lack of funding, building the 
necessary infrastructure for growth, and supporting research training 
and career development to ensure a cadre of researchers in the 
future. In the subsequent four years, funding increments would be 
less dramatic. The heavy allocation of resources in the first year is 
an investment that will enable the field to use the incremental growth 
in the outlying years. 

The committee believes that these budget recommendations are a 
reasoned response to the needs and research opportunities within the 
field of child and adolescent mental health. Proposed allocations for 
each area represent the consensus views of the conmittee; these were 
based on information provided by researchers across the entire field 
and on data from NIMH about the extent of the shortfall of resources 
available in each area to fund worthy proposals . The committee 
recommends that this funding be added to other growth in the NIMH 
budget since the committee supports the conclusion of an earlier 
report (lOM, 1984) that overall funding for mental health research 
remains low. Moreover, other parts of the mental health field 
certainly would benefit from progress in many of the areas of research 
opportunity identified in this report. 



Career Development and First Year: $20 million 

Research Training Fifth Year: $35.5 million 

Future progress in research is dependent on the recruitment, 
training, and retention of gifted scientists across a range of 
disciplines. In the judgment of the conmiittee, the most pressing need 
is for support of well -trained and highly motivated scientists during 
the first decade of their research careers. Attrition at this stage 
is the most costly, and it is commonplace. The key ingredients for 
success, apart from the motivation am' capability of the individual. 
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including colleagues from related fields. 

NIMH already has several excellent progra.^^ f^^elUn^l^rSse 
experiences In research and P"»°S^"J/°"''"^^J„rormaxi«;« salary 
programs are seriously underfunded. fading. One of 

'for individual investigators «"'»/"^J*5^,°^^^°^i'ent^hat^nvesti- 
the strengths of these programs is their "^^^^^^^^^^ ^^^^ 
gators be guaranteed substantial of P^°^*^^f ^^^^^^^g 

research Such protection seems especially c^^^J^^^^J"; ^ ^ 
Researchers face'd with inflicting demands o^^^^^^^ i-^ 
Unfortunately, these grants °f J° ""^^^^^J^eatedL from 

investigator's salary. The "'^i^^^^^^^^^^R^n disciplines that the 
researchers throughout the country an^^a^^^^ P^^^ 

current ceilings on stipends ^^^^Jj^ "^^"^ faculty members from 
sities have begun to discourage ^^^^jy^l^yj^her funds to compensate 
seeking these NIMH grants, ^f^f^/, J^^yTi^com^ttee recommends that 
for the unrealistically low salaries J^* "^^^ ^^^^ salaries 
existing scientist development awards ^^^^^^//^f ^^.^^.^tomary 
for investigators are no less than 80 percenc 
salaries of beginning and middle- level faculty. 

Although NIMH recently has "-^^-^^i'f ic^Lrr^s^t^tS^ 
awards and has changed the names "^.^PJ^J^i^^^^"^ ;areer pathway for 
remains the same-to provide a "^^^jj^^ful research^a ^P^ 

talented investigators in many fields. ^^"^ essential. The 

researchers in child -d,f°l"""irtf.fto« t^^o^gh thesfawards. at 
NIMH currently supports such investigators through ^^^^^^^ 

total of 90 investigators at $9 million. 

on its survey of research training programs and of many 
Based on it=. survey oi adolescent mental 

individuals just entering the field offering of 20 First 

health, the committee believes that a f^J^'^ms?) awards would be a 
independent Research Support and f^^^^f,"!^, ^^'iJpSS awards and 10 
reasonable allocation of funds. ^l^"";"^^t^\„„ds could be made in 
Clinical and Adolescent Mental Health Academic Awards c ^^ ^^^^ 

the first year. f^^n °wiJds naJio^^^^ Th"«. 

\Z bVra'iUiorireastnr": »^nion by Vear 3. 

Also vital for new investigators are "small 8"""";^^^^°'^ "^^^ 
testing of promising hypotheses. The committee recononends a 
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first-year allocation of $1 million to .upport 20 sBall grants, with 
incre^nts of 10 new grant, for each of the next four yefrs. ky 

If J5^",?f supporting 60 aaall grants at a total 
cost of $3 million, covering all fields. 

5?^*?**?? opportunities for research training are necessary in all 
the discipline, involved in the study of child and adolescent mental 
disorders. Training should be facilitated in child psychiatry 
pediatiios. developmental and clinical psychology, developmental 
neuroscience. nursing, social work, and other basic behavioral and 

^niJLfS T"- ^^'^ ^" • ^"i*'^ of »*y». including 

fT" "^•"^^h. pie- and postdoctoral programs. 

«e«b;rs of »Wi?J HXr' opportunities for 

i^-J!* ?i«<^iPli"«». the most efficient mechanisms will be 

? "search training programs; in others. 

Sforif^ ^^''''J** * <^hild mental 

disorders while pursuing a more general training program in 
nevroscience. epidemiology, or some other relevant discipline. Some 
training programs may appropriately be incorporated into research 
centers. Careful assessment is needed of training support 
mechanisms Stipends should realistically reflect years of training 
heflthT«i;5.hT*i ^T'- ^* <^o»»ittee urges that child mentfl 
Jesearc^ t critical-shortage area, similar to AIDS 

research, so that trainees who go into child research can have all or 
«ILrfh^ f educational loans forgiven. In addition, institutional 
research training grants and center grants must provide for real costs 
to the programs of teaching and other forms of monitoring. 

m .I^^H^ increased funding for research training programs 

i^iaSn ?i Mi J"^''- 5""^"^ expenditures for research training 

related to children and adolescents is $1.5 million. The committee 
proposes that $12 million be allocated for 25 to 30 institutional 
training grants related to child and adolescent mental health. Each 

1**^ expected to have 6 to 10 trainees in a center that 
has a critical mass of scholars from whom they could learn There 
would be considerable competition for such institutional awards, 
particularly if the stipends were increased and more funding for 
research mentors were provided. The committee estimates the average 
annual expense for eech training program to be $425,000. This figure 



is based on eight stipends at an average of $35,000 each. $75,000 for 

? i ? »entors' salaries and trainee expenses, and the 

IToh^tl . indirect costs. Stipends are low estimates of what they 
probably need to be. when adjusted appropriately. Where appropriate 
and possible, programs should explicitly encourage an a-nalgamation of 
clinical experiences and research training. 

felllllshJnr^rr f'"P*'"%that $1.5 million be spent on individual 
fellcwships. independent of training grants; this would provide 50 
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f«llowahiDS at an average total cost of $30,000 each in the first 
^eii iie costs forprf- and postdoctoral trainee, are approximately 
Se s«.I^ .It^ougi the predoctoral stipend, are l-'v^i^^j;;^^!^" 
costs etin out the total axcense. The co«iittee reco-nend. that an 
?«rr!»!nJil 25 trainees added in each of the next two years, so 
ih-t Se ?ot" Jrogr^ ' ^"vide 100 new fellowship, a year, at a 
cist oJ $rmnUor^lN- . diversity of disciplines relevant to 
chiW and adolescent mental health, -any nascent researcher, -ay want 
and netd specialized re.earch training, but they are enrolled in 
nro«^ tjrt do not offer it. These NIMH re.earch fellow.hip. would 
inowTucftndJeid-aals to obtain training fro. -'^/PP-^J 
mentors, wherever they -ay be. Again. -<>f'^«/^^*'""^ J"/^^^ 
program would need to be increased when stipends are adjusted, as 

reconunended earlier. 

The failure to support a significant number of M.D^-Ph^D^ students 
within the field of mental health generally ^J^* i",^^^^ 
^nnm.^^f-ee•s view a serious error- -one that is Just now being 
re^ fHd by NlS^i. The committee proposes that students be allowed to 
a^; y to eSer an M.D.-Ph.D. track with an ^"P^-^^, ^^^^^J.-^HL 
health in their first year of medical school. At least 15 to 20 new 
ooSt^ois each year should be available explicitly for research 
drscJiunes c5os"y aligned to child and adolescent mental ^ border s. 
Thus by "e end of five years, a minimum of 60 trainees could be 
i;;?:ile'd in the program. First-,ear costs thi. progra- wou d ce 

about $0.5 million, increasing by y^J.J" "eMatry 

vears An informal survey by the committee of major child psycniatry 
Jrograns across the country indicates that this program would meet 
on!y Tfraction of the existing demand for such tra ning; openings 
could be filled immediately by highly qualified trainees. 

NIMH should also consider establishing a program for senior 
scieSts that would include an explicit research tra ning func ^on. 
Over the past decade, the Hazen Foundation award has »f „ 
^spect^d'for its recognition of academicians in all disciplines who 
have combined excellent research with outstanding training^ The award 
is unusual in giving both a direct prize to the ^^^^^^^f ' 
"^X^^ Ts!r«1?MSrc3s^ :lAlToll^e 
X:^; St:n!tl:rfS^::;:cially tainted trainees to work with the 
h..r r.<:.archers In child and adolescent nental health across the 
co^t^!"S!e"lL supporting and recognizing an Invaluable resource 

within the field. 

T« «rr-Ar to achieve erowth in this field, the pool of potential 
train^e^ iS t be exj^ded. Attracting more talented students is not 
litZ l -tter of Soney. Means must be found to 
audience of students with the importance of child and adolescent 

a^disorders. the burden of illness they ^»P»"' J^^^^f^^ ."^^'^ 
for progress, and the exciting potential for scientific advances. 
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«n-r^ ?" P°^"'« ^" «n individual', career: the 

made to «nt«r graduate or profe.aional program: .nd the co«Dle«on of 
graduate or profea.ional training, ^.n defi.ioM Sr. blinglSSi Jo 

tn^wi^K^'^r^if^r*'*'*^"*'"' • Specific rtcoiSSdJjJJn. 

Indud. the ..tabliahnent of NIMH-.pon.or.d .ci.ntific r.trwt. « 
Burner in.titute« in vhich pro.p.ctiv. .tud.nt. or po.tdJcHS 

fieirinr? 1*** ^••^^^"S r...«ch.rrjn L 

fi^iLrff L opportunitie. and t>,e 

P^S;fi:nal'^':r;Jr ""'^^^ opportunitie. for individual, in 

courl?! f "'g** the creation of NIMH-.pon.ored .umer 

courses for research faculty. The.e could be «>del.d on the G^Son 

orSfincr •P*'?""** A..ociation for th. Advancement 

Sfr?ni S^^K t'^! ^" •"'^ neurccience offered at Cold 

^ring Harbor Uboratory and the Jackson Uboratory in Bar Harbor 
These are ideal settings for developing new ideasl^nd inttiitSg 
collaborative venturr.s based on th« Ute.t research finding" 

A major effort is needed to recruit more researchers from minority 
groups. Efforts to diminish the suffering caused by many of tje 
o^'tL:^ "I adolescents will depend on trde;elo;ment 

Sfv^r!?^; prevention programs that are .ancitive to cultSra? 

diversity and that address perceived community needs. This can often 
be facilitated by the recruitment of ainority researcher. 

Support for Individual Project. Program Project, and Center Grants- 
Recommended Budgets for NIMH Research Areas 

of ill?* T'rf^"* chapters document, areas of research in the field 
of child and adolescent mental health deserve substantial and 
su8tait..^d support. Existing funding mechanisms include individual 
project grants, program project grants, multisite collaborative 

<^«nter awards. The committee reviewed each of 
research "^"^ considering how best to fund priority areas of 

anH "^"^ expanded in order to sustain 

and fully utilize the nation's existing research capacity. For most 
research within NIMH's purview, available funding for 

^? .hi n^J/"^"'"' insufficient to take full advantage 

of the nation's current research capacity. This conclusion is 

rL'^^r^ ^ /"P ''^ high-quality research applications 

7 a I J!^* i""itute over the past several years thS? have not 
been funded because of lack of resources. Many of these proposed 

:e:^:rdi:crd:s.' °' """^^^ ^^^^^^^ ^^^^ '^^-'-""^ 
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In the Judgment of the comittee. progrea project and 
research center«w«rd« are al.o needed to «ove re.earch ahead 
«nX A tlleJtS group of invertigator. co-ltted to a •P«cific 
Irei cin act lyiergi.tically and B.intain a high level of .cientific 
«o5ucav??J.^U le..on i. ill a.trated well by the .ucce.. of such 
cent^rof^xcellence a. the intradural re.earch P^ogr-J -t the NIH. 

the extraBwral Mental Retardation C«nf r. .ponaored by the 
Sitional institute of Child Health and Ht«an D-vlop^n^ 

M«^tal Health Clinical Reaearch Center. .pon«ored by NIMH. In the 
cSllS ^ntafleSth field, .uch center, wouli P'-^^^ ,^ZlTl.l 
for r^Harch training, offer pathway, for career development, and 
crLte Xe oJportSAitie. for interdisciplinary re.earch^ Support 
for bed co.t. must be Included for those centers involved in 
hospital-based research. 

At Dresent a critical mass of investigators exists in only a 
handJul'of cMld and adolescent mental disorder research programs. 
Fonxample. ten universities and ^t^^^^/^^ ' fnt 

percenHf the research portfolio of the Child and Adolescent 
disorders Research Branch of NIMH. These same P^»g«»« •JJ*'^'^ 
disproportionate share of the research reports in the field. 

some specific scientific domains that could benefit immediately 
from the creation of clinical research centers include: 

o research on the etiology, evaluation, and treatment of 

particular disorders or classes of disorder, such as autism, 
conduct disorder, affective disorders or tic disorders; 

o longitudinal research focused on the mechanisms that underlie 
specific risk and protective factors or on certain 
catastrophic outcomes such as suicide or homicide; 

o research on the development of valid and '^^IJ^^l^/^Xr' 
instruments for use in epidemiological or cli-.ical studies. 

o efforts to develop safe and reproducible approaches to 
treatment; and 

o intensive exploration of group-, school-, and commanity-based 
interventions . 

Research centers in the basic, behavioral, and social 

are engaged in programmatic research germane to child and adolescent 

mental disorders should also be supported. 

The committee recommends that NIMH foster the development of 
informal research colloquia to be convened on a regular basis to 
reviei? scientific progress in several areas, including,: 
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o epidemiology, to review progress in the assessment of children 
end adolescents using standardized techn' lues suitable for 
large-scale multisite studies; 

o treatment research, to review evidence concerning the 

potential value of combined treatments for specific aisorders; 

prevention research, to review progress in defining the 
uechanisms associated with specific risk and protective 
factors and to consider small- and large -acale collaboretiv* 
early intervention studies; and 

o basic biological and psychosocial research, to review progress 
on fundamental research uechanisms relevant to mental 
disorders and to consider new assessment techniques that might 
be useful in clinical research on these disorders. 

There is abundant evidence that many investigators would apply 
themselves to new areas of research if funding were available. For 
!Sn!Sn^:H ^ National Institute on Drug Abuse (NIDA) recently 
announced potential Increases in funding, it received 838 grant 

'ir'!^ i""**"** ^^^a^'ly deserving, but only 

i?!jd tJ ""^^^ "^^^ i«»Port.nt point is somf^imes ^ 

missed. There are more than 15,000 neuroscientists and 22 000 
research psychologists in the United States, to mention but two 
specialty areas germane to mental disorders of childreu end ado'.,, 
cents. Many of them could be drawn into the field, if research 
funding were available. 

Stability of funding has been a chronic concern over the past 
decade, with the typical grant now being funded for three years or 
hrft.„H^%*'°'^J"*^ recommends strongly that, where possible, grant, 
be funded for five years. The committee anticipates intense 
competition for the new lands proposed for this initiative. Such 
competition should have an extremely salutary effect on research. 

The recommended budget for research programs related to child and 
adolescent mental disorders at NIMH is presented in this sectJon 
Table 6-1 provides a detailed summary of the committee's estimated 
^M?HKn**J five-ye« national plan for research on 

?^iifo?V* '^^^o'^ders. In response to a request to de..ribe the 
level of resources necessary to mobilize a national research 

^^i^""' the committee offers the following proposals 
for allocation of funds. The details of the proposed budgfc should be 
considered illustrative rather than definitive. Obviously, unforeseen 
nf''Jo??K*^^**r"!;^^^" ^'^^^^ necessitating substantial revisions 
If rTJ^T. "^ apportioned. A brief des .iption of the types 

!n/Jf^!r supported and sugge ,ted dollar amounts for the first 

and fifth years are provided for each program area. These figures 
include current expenditures as well as proposed additions that could 
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TABU 6-1: »«c«i»d«d HIMH »udf«t for th« Rational Pl«n for Child 
and AdolMc«nt )Unt«l Dltord«rt Ua—xch 



Current Plr«t Y«ar Fifth y««r 
fiininni) fimiirr-^ /«iiitoM) 



Career Developaent Awards 

Individual Awards 
FIRST Awards 
Small Grant awards 



$ 2.7 



$ 
$ 
$ 



.9 
.8 

1.0 



$ 6.0 

$ 3.0 

$ 2.0 

$ 1.0 



$ 18.0 

$ 9.0 
$ 6.0 
$ 3.0 



Research Training 

Institutional Training Grants 
Individual Fellowships 

Support of M. 3). /Ph.D. Students 



Research on Epidemiology 

Research Grants 
Research Centers 
Prevalence Sttidies 



$ 


2.1 


$ 14.0 


$ 17.5 


$ 


1.5 


$ 12.0 


$ 12.0 


$ 


.6 


$ 1.3 


$ 3.0 






$ .5 


$ 2.5 


$ 


3.2 


$ 7.5 


$ 14.0 




3.2 


$ 4.5 


$ 6.5 






$ 2.0 


$ 4.0 






$ 1.0 


$ 3.5 



Research on Assessnent, Diagnosis 
^nd Treatotent 

Research Grants 

Research Centers/Program Projects 



$ 15.0 $ 22.0 $ 40.0 

$ 15.0 $ 19.0 $ 31.0 

$ 3.0 $ 9.0 



Research on Prevention anc' 
Special Populations 

Prevention Research 
Minority Research and Research 
Center 

Antisocial and Violent Behavior 



9.4 


$ 13.0 


$ 20.5 


5.5 


$ 6.0 


$ 8.0 


.8 


$ 2.5 


$ 6.0 


3.1 


$ 4.5 


$ 6.5 



Research en Services and Sys js 
of Care 

Research Grants 

Centers for Services Research 



$ 1.0 $ 4.0 $ 10.0 

1.0 $ 3.0 $ 6.5 

$ 1.0 $ 3.5 
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!^!^^^"^* R«c<«iiended NIMH Budget for th« National Plan 
and Adolaacant Mental Di.ordcra Re.earch (Contl^Jid) 



Current Flrat Year 



Research on Behavioral end Social 
Sciences 

Research Grants 
Prograi^Center Projects 
Infrascructvure 



$ 10.0 

$ 10.0 
$ - 
$ - 



$ 17,0 

$ 14.0 
$ 2.0 
$ 1.0 



for Child 



Fifth Year 



$ 27.0 

$ 22.0 
$ 4.0 
$ 1.0 



Research on Neurosciences 

Research 

Infrastructure 

Neurobiology Program/Center Grant 
Centers for Neurosciencc and 

Mental Disorders 
loaging Prograas 



$ 4.3 
$ 4 3 



$ 18.0 

$ 8.0 

$ 2.0 

$ 2.0 

$ 4.0 

$ 2.0 



$ 40.0 

$ 16.0 
$ 2.0 
$ 6.0 

$ 10.0 
$ 6.0 



NIMH Intraaural Prograo $ 4 5 

Enhancement of Current Programs $ 4 5 
Additional Clinical Research Unit •'. 
Developaental Molecular 
Neurobiology Laboratory 



$ 8.5 

$ 5.0 

$ 2.0 

$ 1.5 



$ 10.5 

$ 7.0 

$ 2.0 

$ 1.5 



NIMH Institute-Wide Consortium .. 

TOTAL: $ 52.2 



$ 1.9 
$111.0 



$ l.Q 
$198.5 



Epidemiology 



First Year: 
Fifth Year: 



$7.5 million 
$14.0 millio' 



tc-fS^n ! "P^** ^he development and 

ao'c'micfw^ eo?LT?' ^ '"^'y instruments that are 

future shoiw brJf!; !*^*'*^ research. Farther progress in the near 
tuture should be fostered so as to permit substantial growth in 
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IcnowLdg. of th. pr.v.l«nc.. natural history, and course (treated and 
untreated) of nental '^iaordera. 

Ourr.ntly, -ual NIMH |« (« J'^^ :X'itUir"*i^ 

AAP%\f*xAr ^o fund partly becaxise of their expense • a *^ i. . 
i«irrfS:S;»'ln i. .». »uld brln» U,. ^jjj" " f ^ „ 
4114^^ f*K« f^r«^ vear. with an increase of $0»5 »liilon per * 

yfi" 5. costs for th... typ.. of r....rch .oul6 

reach $6.5 million annually. 

Th. Mtablishment of research centers in epidemiology focuslr? 

to a^ance knowledge and training from a 5"^!^^^"^^^ P'^^Jrlt' 

fifth year fcr a tocal cost of $4 million. 

Prevalence studies, conducted in several locations, would yield 

£=orof"^^^^^^^^^^ 

=1- L-Ji^'ll^Z'^'X.^^ ^^^^ Of 

these issues for individuals above age 18 

AS outUv-d in Chapter 2. prior to the beginning of a 

™^rislte s udy of child and adolescent mental disorders. 

Studies . 

Assessment, Diagnosis, .n6 Treatment First Year: |M ^^ion 
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and tuni^?! ^" ^ ^ ''^ research within these .re*, .hould be .pplied 
SL^fnJ 5?'^'' i«^"tig.tions th.t .re likely to .ffect futSe 

dUgnosis should .Iso be included. NIMH currently has 
Sf?i.^^ ^" «ff«ctive «d ««iety disorders in 

childhood; .utis. «id disruptive behsvior; «id speci.l child 

behaiw^r ^'rf ^"**^"f -"'«lly '^•t.rded child.en vith e«,tion.l or 
behavioral problems. Tourette's disorder, learning disorders, and 
personality disorders). The budget, administered througTSi Sild 
and Adolescent Disorders Research Branch, is $15 .illioT The funds 

lllilll r'^^^y S'-"^^' including two program 

project grants and one-half of a Mental Health Clinical Research 



»in?^n J«™J"ee proposes an increase over the inflation rate of $4 
«aiir ^ i? thereafter for research 

wants' Sl^ fi"t-year increase would fund approxisuitely 20 new 
grants. The proposed increase is moderate in view of the 50 oercent 
increase in the number of applications received by SwTtn the cS 

S"9 InlToTl "^^^''^^^^f- P-t two years. ?ear 1 ^osS wo^W be 
§19 million, increasing to $31 million by Year 5. 

f*<^i"«=ate interdisciplinary research and would be 
particularly valuable in the study of mental disorders of children and 

if ihn?^'; "T'"" ^"^'^^ ^^^^ could be aSd^f 

in the first year and that one additional center could be added each 
subsequent year, for a total of six centers nationally In Ye^ 5 L 
M^r^^^r"i ""T ^^I'^^^^^^^y $1-5 million per yeaJ each, 
grants that are smaller than center grants but could enable 
p^speifl^ef " P"^^*^"^" P"^l«» f^o- several different 



Prevention and Special Populations First Year: $13 million 

Fifth Year: $20.5 million 

of prevention encompasses clinical prevention of 
factors ih^^ "' ^f?^^ prevention strategies, and ^search on 
illll "^^"^ disorders. It concerns 

lresDeciani"fr''H'"?*^u",' «c^»ol-age children. Such research 
itabU T longitudinal perspective, which requires 

stable funding over several years. These studies often require 
llTt? *^°llf "'^"ions between academic centers and other settings, 
are^ il ?s r fi?f ^^^^^^on centers. The current budget for thlf 
area Is $5.5 million, which NIMH deems sufficient to fund all approved 
applications. Nevertheless, the committee recommends a first-year 
budget for prevention research of $6.0 million. Increasing by $0 5 

1^1°^ ^ ^''^^^ ^8-0 "illion- Work il this 

c^^^ifw ^^Imulated because. In the long-term, such research Is 

crucial for the field; amounts allocated to It should be reassessed 
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regularly as advances in other areas create new opportunities for 
preventive strategies. 

Although problems of minorities are included in several of the 
categories described in this report, research that focuses 
specifically on this area is needed. Of P^"^^"?"/"^^ 
research dealing with the validity of various behavioral tests and 
Iss™ inst?u-ents for -inority groups. There s now one center 
dealing with minority adolescents, at a cost of $812,000. The 
committee proposes that a second be added with a ^P'^^^'^ °" 
younger ages, at a similar cost. In the third year, two additional 
ce^frs should be funded for studies of particular minority groups, 
for example, Hispanic or Native American youths. In addition the 
coLittee recommends $1 million for research grants dealing with 
"e^^^irhealth probleni associated with childhood disorders in various 
minority groups; these funds should increase by $0 5 million 
annually. The first-year budget for this area would be $2.5 million, 
increasing to $6 million by Year 5. 

The NIMH antisocial and violent behavior program, which deals with 
problems that have enormous consequences for society, "P^"J%^^-^ 
million for research. The problems addressed include delinquent and 
antisocial behavior and child abuse. Grant proposals dealing with 
::;tisociaI and violent behavior core from scholars in many different 
research areas. The committee recommends a budget of $4.5 million in 
the first year with an increase of $0.5 million P« 7"%^^""^^" 
throughout the five years of the initiative, for a Year 5 total of 
$6.5 Sillion. Approvable grant applications for this program did not 
exceed funds available during the last fiscal year. However, it is 
anticipated that with greater awareness of these P"g^ams in^he child 
mental health research field, more applications will be forthcoming 
for research in this important area. 






NIMH has recently put forth a new research initiative in the area 
of services research that examines the impact of mental health 
rLea'i across a variety of settings. In addition to hospitals and 
clinics, schools are often involved in the care f ^^^^^l'*"" /"J^^^^ 
adolesc;nts with chronic mental illness, yet decisions within most 
school systems are made without the benefit of contributions from 
persons with experience in mental disorders. It is "^f „ 
determine the degree to which diagnoses are accurate interventions 
appropriate. Is the range of needed services being Provided? Wha. 
provisions are there for delivery of services by mental health 
SDecialists as well as by other types of providers, including educa- 
tors t^irediatricians? Shat would be model PJ°f^r 
and quality assurance mechanisms for treatment and rehabilitation 
services to mentally disordered children and adolescents? 
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The current budget in this area is $1 million, not counting the 
f;^/S;'^^**^ the Health Resource, and Servic;. Adainistrafion 
thT^.fH . J ^" Given the response of 

aJaifiSlf ^Ll y initiative in this area^ and the 
available pool of scholars and potential grantees, the conmittee 
believes that the nental health services area at NIMH could 
fo?S3 Sl^.r* f i-edistely. Research grants would account 

:?H? « ^ million in the second year, and SI 

million each subsequent year for a fifth-year allocation of $6.5 
miti^'u remaining $1 .illion in the first year should be used to 
dlltltt " r"""" 5*"" research focusing on childhood mental 

r ""T^? """"^ be funded in year two. 

llnlJtl VT. other existing 

e^^f H ° ? ? ~8-nted by $.5 million each so as to permi? an 
expanv >r uo include research on services for children. Thus, by the 

de^oted'S'-'^:'? r^J^K**" th"« partial 'centers 

?iw services research on children at a cost of 

§3.5 million. 



Basic Behavioral and Social Sciences First Year: $17 million 

Fifth Year: $27 million 

Funding of basic behavioral and social science research requires 
increased support for individual research grants and for 

Tl^"- """"^ ''^^^^ ^"^"1^" longitudinal 

studies, which are inherently expensive and require stable funding. 

NIMH currently has five categories of research in these areas: 
cognition and learning, family processes, personality and emotion. 

n^v!yjT«'°"*\^"?^''"''' behavioral psychophysiology and socio- 
physiology The latter programmatic area, which was established 
recently, focuses on how physiology is changed by the psychosocial 
environment and the ways in which psychosocial and biological 
processes interact. 

The current research budget for all five areas is $10 million 
no nationwide: there are no program project^ and 

no multidisciplinary centers. The committee recommends that the 
budget for regular research grants be increased by $4 million the 
first year, with a $2 million increase in each of the subsequent 

annH;.^^" """V""' received highly deserving grant 

applications in these areas totaling several million dollars that 
cannot be fund2d. The committee also proposes that two program 
IZiTVl centers be started in the first year, with an additional 
center in Year 3 .md one in Year 5. at a cost of $1 million each per 

Equipment and facilities are also needed. Researchers need 
computers, testing apparatuses, video and audio recording devices, and 
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other tools for their investigations. Such equipment has 8'^«*tly 
jSroved tJe efficiency of research in this area over the past few 
years, and investigators need support to "od*"^!^* J^'^"^ 
laboratories. The comittee recomends that $1 million a year be 
included for this purpose. 

Fir > Year: $18 million 
Basic Neuroscience ^^^^^ ^^^^^ ^^^^^^^ 

Developmental neurosciences are those aspects ^ "''^J?"^"""" 
that relate most directly to mental disorders of children. NIMH 
cu^ently supports three broad areas of developmental neuroscience 
Sevriopmentarneurobiology deals with the organization and g"wth of 
neural circuits. Developmental behavioral neuroscience is concerned 
with biological factors relevant to such behaviors as memory and 
leainiig sleep, and aggression. Developmental P^a'^-jl-f ^^^^ 
toxicology addresses the effects of various drugs and their impact on 
the developing nervous system as well as efforts to improve drug 
treatments for mental disorders of childhood. 

The total allocation for neuroscience research related to child 
and adolescent mental disorders is estimated at $4.3 "illio". ^be 
number of grants nationwide is 20. The scientific P"f " »^ ^^^^ 
area, the many neuroscientists with potential -"""^^"^J*'"^^"^^^, ^^^^ 
understanding child and adolescent mental disorders, and the fact tnat 
wo^^ couW b!gin at once in a variety of disciplines and departments 
an ar^e eloquently for a marked Increase in funding. The immediate 
^iid^Hf strong proposals not now being supported would "quire at 
least $2 million Wi?h increases in the budget, more investigators 
ioulS apply, so that a further $2 million, for 10 additional grants 
Iveraging $200,000 each, is easily justified. The proposed allocation 
for y!« 1 therefore, would be $8 million. The committee proposes 
thit tJe a;ount made ;vailable be increased by $2 million per year in 
iaci subsequent year, so that by Year 5 at least 80 grants are being 
supported. 

Eauipment is a critical need for many researchers in this are«. 

bquipment i& a i- n,4iHon be urovided immediately for 

The committee recommencs that $2 million P'^°;;°^" ' , research 
the purchase of state -.'-the-art equipment for biological research, 
with Se same level o': support continued in subsequent y.ars. 

NIMH currently supports no program projects or "f J" 
developmental neurobiology research, although the need foi them is 
sttone The committee recommends funding now for 2 such focused 
efforts at a cost of $1 million e.ch with 2 additional program 
projects in the third year and .gain in the fifth year. Year 1 
would be $2 million, increasing to $6 million in Year 



costs 

5, 
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.nH identified a clear need for centers for neurosclence 

and mental disorders of children. Thete would facilitate 
^'i"?!"?, ^^""f'y research on childhood disorders (and precursors of 
adult disorders) by bringing together basic neuroscientists and 
clinicians involved in biological investigation. The cost of such 
tlV^A J* $2 .illion per year. Two such centers could 

be funded in the first year, with one additional center in each of the 
subsequent three years, for a total of five centers. 

Imaging techniques have nade it possible to look at brain 
structure and function in living huwn beings. Such techniques have 
iameasurably expanded the potential for research on adults. The 
connittee proposes that NIMH provide funds iimediately to support 
collaborative research between child and adolescent mental health 
''r^f!^*" existing imaging facilities. In Year 1. $2 million 
ItS!! 1, collaborative programs. In addition. 

NIMH should move toward establishing two imaging centers for children 

^""^ ^' " * ^1 P« y«« each. Two 

additional centers at the same cost should be added in Year 5 These 
centers should devote a major portion of their activity to 
developmental problems and to the noninvasive study of child and 

unni^KrHiV^^^^^u^- establishing these centers 

undoubtedly would be higher, but they could be shared with other 
disciplines needing these research tools. 



NIMH Intramural Research Program First Year. $ 8.5 million 

Fifth Year: $10.5 million 

One of the striking early successes of NIMH was its stimulation of 
progress in the field of m«ntal health by vigorous intramurel programs 
in a range of basic and clinical research areas. Increased funding of 
intramural programs should therefore be an integral part of the 
overall effort to expand research in child and adolescent mental 
nealth. 

6^0 ?^}f,f"** adolescent mental health receives only 7 percent of the 
$62.6 million total NIMH Intramural research budget. The two programs 
that currently exist are models of interdisciplinary research Their 
estimated funding is approximately $4.5 million. The committee 
recommends increasing that funding by $0.5 million per year. 

NIMH has been considering the establishment of a new clinical 
research unit that would focus on severe mental disorders of chil- 
dren. The facility would include a related basic science laboratory 
The committee sugge^.is that NIMH consider focusing this unit on 
children with both mental retardation and mental disorders. Such a 
research program might serve as a national model; its cost would be $2 
million per year. NIMH should also establish a developmental 
nolecular neurobiology laboratory. Plans have been made for such a 
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laboratory, nhich would co,«t $1.5 ■lllion, but no fund, have yet been 
aade available for It. 

The total costs of enhanced intraoral prograM of NIMH for child 
and adolescent mental health research would be $8.5 Million in Year 1. 
increasing to $10.5 Billion by Year 5. All of the prcposei progran 
expansions could be effected laeediately. 



NIMH Institute-Wide Consortiun 

An institute-wide consortium concerned with child and adolescent 
aental health research should be established at NIMH. This group 
would have authority and responsibility for directing and 
orchestrating child- and adolescent-related research programs across 
the institute. An associate director of NIMH for children and 
adolescents should provide full-time leadership for the consortium, 
which would consist of appointed representatives from each of the 
major research divisions within the extramural program as well as 
representatives from Intramural research. Representatives of the 
Division of Extramural Activities (that group In NIMH charged with 
providing the Initial scientific review of grant proposals) would also 
be Included. This new administrative structure would have permanent 
support staff. 

Although the Child and Adolescent Disorders Research Branch has 
existed within tho NIMH extramural program since 1985. It has not 
provided administrative oversight for the majority of child and 
adolescent research programs that are actually being conducted under 
the auspices of NIMH. As a result. It Day not be appropriate, even 
with an anticipated Increase In staff support, to place the 
responsibility for Implementing this program solely on the shoulders 
of the Child and Adolescent Disorders Research Branch. It can be 
expected to play an Important rol*- In the implementation of the 
research plan, however, particularly In th'. development of multlcenter 
studies. Ideally the program staff of child branch would be full 
scientific partners In these cooperative efforts. 

One issue that the consortium should address liamedlately Is the 
Initial review of research proposals. There are two reasons for 
this: (1) the Increased burden that Implementation of tnls plan wl.l 
placi on the Initial review procedures, and (2) the fact that the 
current review process Is very widely dispersed, with as many as 11 ot 
the 20 Initial review committees Involved In the process. 

Given the need for capacity building. Innovative review procedures 
may be desirable. One approach would be to focus on areas of great 
need and high priority (such as center grants, longitudinal research, 
mental health services research, or research that requires a linkage 
between basic and clinical Investigators) and encourage several rounds 
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of review, with some incentive at each level. Such a system might 
solicit a brief research prospectus from interested collaborative 
groups or individual investigators. The most promising of these would 
then be supported while a more detailed proposal was prepared. A 
final round of review would then decide which snecific proerams to 
fund. ° 

There is an acute need for review by knowledgeable peers; this may 
require some restructuring of existing committees, possibly including 
the establishment of one or two research review connittees for child 
mental health. It is also expected that many of the new research 
initiatives will require detailed requests for applications and 
perhaps also separate review and funding arrangements to ensure that 
support is available for specific high-priority areas. For example 
much care will need to be tak-jn in developing a series of longitudinal 
studies, with special advisory boards and review committees beine 
empaneled. 

Once established, this NIMH consortium should seek a leadershib 
role in advocating child and adolescent mental health research among 
the other federal agencies which are at least partially concerned with 
the health of the nation's children. This would include the National 
Institute on Alcohol Abuse and Alcoholism, the National Institute on 
Drug Abuse , the National Institute of Child Health and Human 
Development, the National Institute of Neurological and Communicative 
Disorders and Stroke, the Centers for Disease Control, Health 
Resources and Services Administration, etc. It will also be essential 
to involve state mental health agencies; NIMH will then be able to 
encourage interagency research on the mental health of children and 
adolescents . 

Another import-jnt activity this consortium may wish to consider is 
convening a meeting of many of the major private foundations concerned 
with this area of research in an effort to facilitate better 
communication and planning. A crucial consideration at these meetings 
would be long-range capacity-building. Historically th^ private 
sector has provided invaluable support and encouragement in this 
field. The William T. Grant Foundation, the Robert Wood Johnson 
Foundation, the Carnegie Corporation of New York, and, more recently 
the John Merck Fund and MacArthur Foundation deserve special 
recognition for their efforts on behalf of child and adolescent mental 
health research. 

Some funding will be necessary to create and maintain the NIMH 
consortium, but it is unclear how much. The committee's 
recommendation of $1 million is an estimate. Too often, new programs 
are initiated without adequate attention to the kinds of personnel 
they need. If this consortium is to foster a rapid increase in 
research within the field of child mental health, NIMH almost 
certainly will need to create 10 to 12 administrative positions and 2 
or 3 support positions. 
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CONCLUDING PERSPECTIVES 



The coiMitt^e would find the diversity and co»,ilexity facing 
investigators conducting research on the aental disorders of children 
and adolescents daunting if it were not for the great promise of 
scientific study- -a promise that is only now beginning to be 
realized. In the course of its study, the committee became aware of 
both how much momentum has increased in the *ield in the past zo 
years, and how Important it is to build this country's research 
capacity to capitalize on these advances. 

Advances in genetics, neuropharmacology, brain imaging, 
epidemiology, neurochemistry, developmental psychology, 
neuropsychology, social systems research, and other branches of 
knowledge have provided clinical investigators with new methods and 
theories for approaching the disorders of individual children and 
adolescents. Better tools for identifying vulnerability to disorders 
should lead to even more advances in prevention, and better methods of 
assessment will guide efforts to improve the treatment of ch Idren who 
are already burdened. 

In any area of study as vast and complex as child and adolescent 
mental health, competing research perspectives and priorities are to 
be expected. However, the committee recognizes the need tor 
interdisciplinary perspective, and for research approaches that are 
sensitive both to psychological and social factors and to biological 
issues. Research that focuses exclusively on one domain- -a dichotomy 
that has been vividly conveyed by the metaphors of "mindless or 
"brainless" research- -does not do justice to what is Itnown about the 
processes of mental development. Interpersonal and environmental 
forcas profoundly, sometimes permanently, change the structure and the 
function of the brain and other biological processes; conversely, a 
child's biological endowment powerfully influences how he or she will 
perceive and 'nteract with the external environment and what impact 
those experiences will have on him or her. 

The committee's evaluation of the field of child mental disorders 
research leads it to conclude that no single approach or small group 
of studies has overriding importance. The field must move ahead in a 
broad-based fashion. In the ecology of research, there are 
synergistic relations between different approaches, both basic and 
applied; similarly, there are intertwined needs for support for 
research, expansion of research training, and the development of the 
infrastructure for research. A national plan for child and adolescent 
mental disorders research that embraces this philosophy holds great 
promise for the nation. 
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